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Introduction

NALLC Health Benefit Plan
20847 Waverly Coun
Ashbuen, VA 20149.0001 %

This brochure describes the benefits of the NALC Heslth Banefll Plan under our contract €05 1067) with the Office of
Personnel Management (OPM], as authorized by the Federsl Employees Health Benefits law, This brochure is the
official statement of benefits. No oral statement can modify or otherwise affect the benefits, i:mzzazz{ms and exclusions
of this brochure,

If you nrc enrolled in this Plan you are entitled to the benafus described in this brochure. i you are ensalied for Seif and
Family coverage, each cligible family member is also entitled to these benefits. You do not hove a right 10 bencfits that
were gvailable befare fanuary i, 2881, ualess those bengfits fro also shown in this brochure,

OPM negotiates benefits and pates with each plas annaally, Bonefit changes are effestive January 1, 2001, and are
surmnarized on page 88, Rates sre shown st the end of this brochure.

Plain Language

The President and Vice Prasident are making the Government's communication more responsive, acsessibie, and
anderstundable to the pubiic by requining agencies to use plain Ianguage.  In response, # 1eam of health plan representa-
teves sod OPM seafl warked cosperatively o maks this brochure eloarer. Except for necessary teehnical toons, we use
sommon words. "Yoo' meanx the garaliee or f3mily member: “we” means NALC Health Benelit Plas.

The plaio language tesm reorganized the brochom and the way we describe our benefis. When you comparc this Plan
with otbier FEHS plaos, you will find that the brochures have the same formnt and similar information 1o make compan-
95 casicr,

€ yon kave samments or suggestions sbout how 1o improve bk bm?zarc Iex O?M know, Visd OPM's “Rae Us”
fredback sres st wwwopm.gov/insurs, sad e-meil OPM at ehbwebcommenis@omn.gov or wrile 10 OFM o Insurance
Pianning and Bypluation Division, PO, Box 436, Washingion, oC 2984#&3436
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Section 1, Facts about this fee-for-service plan

This Plan is a fee-for-service (FFS) plan. You can choose your own physicians, hospitals, and other health care providers,

We reintburse you or your provider for your covered services, asuaily based on o peecentage of the amount we sllow,
The type and cateat of covered services, and the smount we aliow, may be different from other plans. Read brochoeres
carefully, :

We also have Preferred Provider Organizations (PPO)

Owr foe-for-service plsn offers sorvices through a PPO. When you use our PPO providers, you receive covercd services
st reduced cost. Contact us Tor the aarses of PPO providers znd o venify their continued participation. You can alse go
1o our web page, which you cas reach through the FEHB web site, www.opm.goviinsure. Do not call OFM or your
agency for our pravider directory, '

FPE) benefits apply only when you use g PPO provider. Previder networks muay be mere extensive in some sreas thas
others. We cannot guarentee the availubility of gvery specialiy in gl areas, ¥ no PPO peovider iz avatluble, or you do
not use a PPO) provider, the standard ron-PFO benefits apply. '

How we pay providers

When you use s FPO provider or facility, sur Flan allowancee i3 the negotisied mate for the servier, You are ot fespon-
sible for sharges above the nogonsted smoun,

Non-PPO facilitics and providers do pot have special agreements with the Plan. Our payment is based on the Plan
sifowanue for covered services. Y ou muy be responsible for amounts over the allowance,

We nlso obtnin discounts from same non-PPO providers. When we abtain discounts threugh aegoiiatian with providers
{FPO or msm-PPO), we pass along the savings to you,

Patients* Bill of Rights

OPM requires that sl FEHB Plans conmply with the Patiens’ Bill of Rights, recormmended by the President’s Advisory
Commission or: Consumer Protection and Quality in the Health Care Industry, You may get information about us, our
dctwarks, providers, and faciiities, OPMs PEHB website {www.opngovinsurg) fisis the specilic types of informistion
that we siutt make available © you. Some of the required wnformation is listed below.

* The NALC Health Benelut Plan has been part of the FEHB since July 1960,

* Wy are s not-forprofit employes arganization spansored health plan,

* Ouor preferred provider orgenizetion (PPO) is The First Health, Network,

» Our nerwork provider for menual health and substance abuse benefits is United Behavioral Health,
*  Our preseription drug retail network is NALC CareSelect Merwork pharmacy.

* Qur mail arder prescription program is through CAREMARK.

I vour want more information sbout us, call 200/720-4677 or BERGM-NALL, ar wiie 16 NALC Health Boneln Plan,
20587 Waverly Court, Ashburn, VA 201408081, You mey aiso visii sur woebsiie gt waw nalcorg/libp.

NALEC Health Benefit Plan 200] 4 Section 1



Section 2. How we change for 2001

Progranv-wide changes

-

The plain language ieam reorganized the brochure and the way we describe our benefits. We hope this will make it
casier for yon (o comgsare plans,

This yesr, the Federal Employees Health Benefits Program is implsmenting netwerk mental health and sulstance
abuse parity. This means that your coverage for mentisl bealth, substansc abuse, medieal, surgieat, and hospitsd
serviees from providers in eue PPO network will be the same with rogard 1o deduciibles, coinsumunce, sopsys, sad
day and visit Iimitations when you {sliow a treatment plsn that we approve. Previously, we placed highet patient
cost sharing ind duy or visit limitations on mental heslth and sulstance shuse services than we Gid on services to
treat physical ifiness, injury, or discase.

Many healthvare organizations have tumned thelr saention this past year o improving healtheans guslity and patiom
safety. (OFM asked aff FEHE plans 1o join them in this effort. You oan Tind speeific information on our patient
safety activities by calling 703/729-8677 or B&RASIE-NALL (8152), or cheocking our website wowe nale.ocgdhbp.
¥ou ean find out more aboi patient safety on the OPM website, www.opm.geviinsure. To improve your healtheure,
take these five steps:

®8 Sncak up i you have guestions of congems,

*s Keep 2 Hat of sl dhe medicines you take.

*8 Make s vou et the resulls of sny test or prosedure,

#» Talk with yoaur doctor and health care team about your options if you necd hospital care.

2 Make sure you understand what will happen if yeu need surgery.

We clarified the language o show that anyone whe needs & mastectomy ray choose 10 have the procedurs performed
on an inpatient basis and remain in the hospital up to 48 hours after the peocedure. Previousty, the langusye refor
enced only women, '

North Dukoia is deleted from the fist of states designated as modically underserved in 2001, See page 6 for informa-
tion on medically undersseved ancas,

Changes 1o this Plas

* % 0

Yaour share of the NALL Postal premium will inceease by 2,.3% for Seif Only and decrease by 3.8% for Self and
Eamily.

Your share 6f the NALU non-Posts! promivm will increase By 4.6% far Self Only or 1.4% for Self and Family.

We lowered your eoinsurance from 15% 10 10% for surgery by a PPO provider.

We increassd your H0% eoverage for accidenial injury from 48 hours 10 72 hours.

You no longer have to pay the 325 drug deductible when you purchase presoription drugs using vour idenafication
card at an NALC CareSclect retail pharmacy.,

You ¢an now purchase a 60-day supply of prescription drugs at 8 copayment of 3£ generic/S17 name brand through
cur mail order program, for those times you de not need & 90-day sunply.

1f you have Medicare, your mail order copayment is 5 generief3 13 name hmnd for 2 60-day supply, o1 §7.56
genedie/819.50 name bramd for 5 %0-day supply. instead of 82 gensrie/$4 name brand for 2 90-duy supply,

When you purchase preseription drugs using your dentification card ot an NALC CareSelect network pharmacy, you
pay 25% af the discounted demg rate, instead of the $5 goneric/3 1D nume brand copayments. 1f you have Medicare,
vou pay 1 8% of the discounted drug rate, instead of the §1 goneric/32 name brand copayments.

Fer a PPO offie visi, your copayment is 820 instead of §15.

We lowered your salendar yoar deductible from $275 m 3230 per pevson {5850 fo 3500 family) for services of a PPO
provider,

We incressed your catendsr year deduetible from $275 o $300 per person (3550 to $600 famity) for services by a
non-PPQ provider. Whather you use PPO or non-PPO providers, your deductitile will not exceed $366 per persen
{8600 farmiby).

We increased your ealendar year deductible from $250 (o 8300 pey person for services of an oul-of-niwork mentsl
healih provider.

We increased your calendar vear deduetible from 3250 16 $300 per person for an inpasient admission in an aut-ofs
network tregiment facitity for substance sbuse,

Coverage in 3 skilled nursing feility is limited to enzollees with Medicars Part A primary. Previously, skifled
nursing {acility benefiey wers svailabie 1o all errollecs,

NALC Health Benefit Plan 2001 5 ' Section 2
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Section 3. Hew vou get care

identification cards

Where you get covered care

* Covered providers

* Covered facilities

NALC Heglth Benefit Plas 2001

W will wored you an ientification (TD) cand whea you enroll. Yo should carry your
F3 card with vou ot ail times. You must show it whenever you receive services
From: a provider or HlE s preseription at an NALC CarcSelect retail pharmacy, Until
you receive your ID card, use your copy of the Health Denefils Election Form,
SF-2802, your bealih benefits enrallment confirmation (for anmuitanis), or your
Employee Express eonfirmation letter. If you want ¢ obiain 2 presorintion al an
NALC CareSelect retail pharmacy and have nat received your identification card,
contact us at 7037294677 or EEB/616-NALC (6252).

If you do not receive your 1D card within 30 days afier the effuctive date of your
entollment, or if you need replacement cards, cail us at 78377294877 or SRE/636.
MALC (8252).

You can get care feom any “covered provider” of “vovered facility.” How much
we pay ~ and vou pay - depends on the type of eovered proviier or fsoilily vou
use, H vou use aur preforred providers, you will pay less.

We sonsidor the follwing 1o be eovered providers when thoy porform serviger
within the soope of thelr heense of senification:

* A Heensed dootor of medicing {M D) or osteopathy (1.0} or, for specified
services coverad by the Plan, » licensed dentist {08, or DMLY, or podia.
trist {P MY

s A nurse anesthetist ({CRN.AGL

A ooty mental health organizaiion: A nenprefit organizetion or agency
with 3 goversing or advisney board representative of the community that
provides comprehensive, ennsuliative and emergency services for treaumem of
wientzl conditions, ;

A qualified clinical psyehologist, clinical social worker, optometrist, nurse
midwify, nurse practitioner/clinical specialist, and nursing-schovl-adminigtered
climic. The tweren “physician” includes all of these providers when they perform
services within the scope of their Hizense or certifieation,

* Other praviders fisted in Section 5. Benefits.

Medically untderserved arens. In medically underserved oroas, we cover any
licensed medical practidoner for any eovered service performed within the seope
of that Heease in siates OPM determines are “medically undemerved.” For 2081,
the states are: Alabama, Jdabo, Kentucky, Louisizna, Mississippi, Migsouri, Now
Mexicn, South Cacoling, South Dakots, Utah, asd Wyoming.

Corvered facilitios inglude
Birthing conter

A freestanding faeihty that provides comprehensive maternity care in a home-like
atmosphers and s Heensed or centified by the jurisdiction.

Hospire

. A facitity that 1) provides care 10 the erminally ill; 2) (s licensed or cenificd by

the jurisdiction in which it operates; 3) is supervised by a staff of physicians (M.D,
or B2.015 with of least one such physiciad on call 24 hours a day: 4) provides 24-
hour-g-day fiursing services under the direction of a registerad nurse (RN and has
a Fali-tinse admiinisteator; and 5) provides an ongoing quality assuranse prograe,

Hospital

[} An institution that s accrediled as & hospital under the hospits! secrediaion
prograim of the Joint Commission on Accreditason of Healtheare Orpanizations
(JCAHO. or Z) any other instintion lisensed as 3 hospaal, operating under the
supervision of & stall of physiws with Z4-hour-a-day regivicred nursing service,
ared Is primarily cogaged in providing general inpationt scutc care and eaimens of
sick and hyured persons through mexhoal, <iagnostic and major surgica! facilitien.
AT thege faoilities minst be provided ov Hs premises or under s control,

The term “hospital” does not include 2 convalescent home or extended care facility,
or any institution or part thervof wihieh 2} is used principally ag s convalescent
facility, masing hae, of facility for the aged; by fumishes prirmanty domicilisry
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What you must do to
oef covered care

* Transitionsl sare

How to Get Approval for.,,
* Your hospital stay

Warning:

How to procertify
an sdmisslon:

NALC Health Benefir Plan 2001

or custadial care, including training in the rowsines of daily living; or ¢j is operued
as a school or residential wreatmens facility.

Skilled nursing facillty {(SNF)

A facility eligible for Medicare payment, or a governmsent facility o0t covesed by
Medicare, that provides continuous nen-custodial fnpatient skilled nursing care by
a medical staff for post-hospital patients,

Treatment factlity

A frecstanding facility accredited by the Jolet Compmssion o Acereditation of
Heaitheare Osgamzations (JCAHD for irestment of substance sbuse,

Ti depends on the kind of care you want 1o receive. You can gooany
physician you wani, but we must 3pprove some oare in advance.

Speciaity care. i you have s chronic or thisabling conditton and fose acCess {0
your specialist because wer

= Femninate Dur contratt with your specialist for other than Cause; or
# Drop out of the Federal Employees Heslth Benchies (FEH B} Program and you
enreil in another FEHB Plon,

you muy be shie 6 continue seeing your speciahist for up 1o 20 days siler you
receive notice of the change. Contact s i you think you arg eligible.

if vou are 1n the seoond or third trimester of pregrancy and you lose ascess ta your
specialist based on the above circumstances, you can contine (o see your specialist
uniil the end of your postpartum care, even if it is beyond the 90 days,

Hoapital care. We pay fur covered services from the effective dare of your
ewroliment. If you are in the hospital, however, when your enroliment in our PMlan
begins, call our cusiomer service department immediasely at 703/724-46T7 or B8R/
636-NALC (6252)

I you changed from anather FEHB plan to us, your former plan will pay for the
hospital stay until the earliest of these evems:

® You are discharged, not merely moved to g alternative ¢are cener
* The day your benefiis from yosr formier plan run ont; or
* The 92 day after you beeome o member of this Plan,

These provisions upply only e the benefis of the hosphatized porson.

Precertificaiion is the process by which - prior 10 your inpationt haspital sdmis-
sion - we cvaluate the medical necessity of your proposed stay and the number of
days. raquered to treat your condiion. Unless we are misled by the informution
given 10 48, wo won't change oor decision on medisal nocessity. Prosertifiention is
not & gusesitee of benefit pivmenis,

in most cases, your physician or hospital will take dare of preceriificaion as,
beeause you are responsible for ensuring that we are ssked 10 precentify your care,
you shoyld always ask your physivian or bospital whether they have contagtod us.,

We reduse our benefits for dhe inpatien hospitad sty by $300 11 no one conttets us
for precentification. bn additien, i we dorerming the stay is not medically neees.
sary, we will pot pay eny inpatient hospital berefits,

* You, your representative, your physicion, or your hospital musst call us an 800/
$22-6232 prior lo admission, vricss your admission is related 10 8 mental heahth
erud substance abuse condition, In that case call 877/468-1016,

* i vou have an emcrgency admission due t© a condition that you reasonably
believe puts your life in danger or could cause serious damage 1o bodily
fupciton, you, your representative, the physician, or the hospital must tglzphons
us within fwo business days following the day of the emergency admixsion,
even if you have been discharged from she hospital,

» Provide the following informatian

- ## Enrollee’s name and Member identification number;
## Paticnt’s pame, birth date. and phone number.

CONTIES O BOXE PURE
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Maternity ¢are

if vour hasplial stay
needs ta be exiended:

What hapipens when you
do not follow the
precertification rules

Exceptions:

» Other services

NALC Health Benefit Flan 261

¢ Reason for Rospitalization, andd proposed treatment or surgery;
o+ Name and phooe pumber of admiding shysician;

*& Name of hospital or Taciliey; and

=& Number of planned days of confimemen,

* We wilf tell the physician andior hospital the nunber of approved inpatient days
and send written conlirmenion of swr decision (o you, your physician, and the
hospisl.

You do not need 1o precertify o maternity admission for a routing delivery.
However, if your medical condition requires you 1o stay more than 48 hours afier a
vaginal delivery or 96 hours afier 3 cesarean section, then your physician or the
hospital grust eontaet us for precertification of additional days, Further, if your
baby stays afier you sre dischorged, then your physician of the hospital must contaet
us within two business days for precentification of additional davs for your baby,

I your hospital stay - intluding for nmatemiry eare — needs te be sxiended,
your physician ar the hospital must ask us o approve the ndditional days.

& When we have precertified the admission but you cernain in the bospital
beyond the number of duys we approved, and vou do nat get the additions!
days preceriificd, then:

o for any part of (he admission that we deicrming was modically necessary, we
pay inpatient benelis, it

## {or the part of the admyission that we determsing was not medically necessary,
we pay oniy for medica! servives and suppliss otherwise pavable onan
outpatient basis and do nol pay inpationt beneias.

* } na one contacted ns, we dexide whether the hospital stay was medieally necossery.

& we detormine that the stay way medically necossary, we pay the inpatient
charges, but redoge benefits by 3500,

s if we deteernine that it was nol medically secessary for you [o be an inpatient,
we will not pay inpatient hospital benelits, We will pay only for covered
mindival supplies and services thet would be wherwise payabie on an
outpalicnt basis,

* Ifwedenied the gmcméﬁ{:ﬁ:ién request, we will not pay inpatient hospiial
Benefits. We pay anly for covered medical supplies and services that would be
otherwise payable On un outpaticnt busis,

Y ou do 5ot accd procentification in these cases;

* You zre sdmifted to 2 kospimd oulside the United Statas,
* You have another groun health Insurance w ingluding Medicare Part A — 1hat
is the primary payer for the hospitsl may,

Neote: 1 you exhaust your Medicare hospital benefits and do not want 1o use your
Sedicare lifetime reserve duys, then we become the primary payer and you do
need precerfification,

Seme other services require preeentification, prior authorization or 4 refermal,

* Growth hormone therapy (GHTE We cover GHT only when wi preanthonize
the treatment, Call BO0MI3-NALC (6232) for preauthorization. Sce Saction
5{(a). Treatment therapies.

¢ Some drugs, sueh as those for sexual dysfunciion, require prior suthorization.
Call us at 800/433-NALC (6232} for information.

* Organ/tissue transplants and doner expenges: The Plan parteipates in the First
Health National Trunsplant Program. Before your initial evaluation 85 2
potential candidatc for a transplant procedure, vou or your physictan must
contact Flrst Health at 800/622-8252 and speak 1o o Transplant Case Munager,
Sce Section 3(b). Orpanftissuc ransplonty,

& Mental health and substance abuse care: Uniced Hehavinrgt Health (UBH) movidey
the Plan’s mental health angd substance abuse benefits, Tall B77468. 1016 for
preauthopization. Sec Seclion 8¢, Menzd! health and substantce abuse benefity,

® Dusble medical equipment {DMEYL Alibough DME dovs nof require pripy
authotfzation, you should cali us st BUMAINALC {6252 before v purchuse
of rent DME s0 we con give you ieformation on discounted rates. Sce Section
5(2). Durable medicad pguipment,

£ Section 3


http:mdiil:.uJ
http:ho-splt.al

Section 4. Your costs for covered services

' This is what you will pay out-of-pocket for your covered care:

* Copaymenls

# Deductlble

s Coinsurance

s Differences between
our allowance and
the blll

NALC Heaith Benefit Plan 200!

A copaymeni is a fixed amount of money you pay 1o the provider when you
receive scrvices. Copayments arc not the same for all services. See Scclion
5. Benefits.

Example; When you sec your PPO physician you pay a $20 copayment per
offtce visit.

A deductible is a fixed amount of covered expenses you must incur for
certain covered services and supplies before we start paying benefics for
those expenses. The family deduetible is satisfied when the combined
covered expenses applied to the calendar year deductible for family members
total the amounts shown. Copayments do not count toward any deduciible.

s The PPO ealendar year deductible is $250 per person ($500 per family). If
you use non-PPO providers, your calendar year deductible is increased (o
a maximum of $300 per person ($600 per family). Whcther or not you
use PPO providers your deductible will not exceed $300 per person ($600
per family).

# The calendar year drug deductible of $25 per person or $50 per family
applies only 10 non-network benefits.

® The calendar year deductible for in-network mental health and substance
abuse benefits is $250 per person (3500 per family).

# The calendar year deduetible for oul-of-network mental health and
substance abuse inpatient and outpatient professional services is $300 per
person (3600 per family).

® The calendar year deductible for out-of-network substanee abuse treat-
ment in a treatment facility is $300 per person.

Note: If you change plans during Open Season, you do not have 1o start a
new deductible under your old plan between January 1 and the effective date
of your new plan. If you ehange plans at another time during the year, you
must begin a new deductible undcer your new plan.

Coinsurance is the percentage of our allowance that you must pay for your
care. Coinsurance doesn’t begin until you meet your deductible.

Example: When you see a non-PPO physician, your coinsuranee is 30% of
our allowance for office visits,

Note: 1f your provider reutinely waives (does not require you to pay) your
copayments, deductibles, or coinsurance, the provider is misstating the fee
and may be violating the law. In this case, when we ealculate our share, we
reduce the provider’s fee by the amount waived.

For exampic, if your physieian ordinarily charges $100 for a service but
routinely waives your 30% coinsurance, the actual charge is $70. We pay
$49 (70% of the actual charge of $70).

Our “Plan allowance™ is the amount we use 1o calculate our payment for
covered services. Fee-for-serviee plans arrive at allowances in different ways,
so our allowances vary. For more information about how we determine our
Plan allowance, sec the definition of Plan allowance in Scction 10,

Often, the provider’s bill is more than a fee-for-service plan’s allowance.
Whether or not you have to pay the difference between our allowance and
the bill depends on the provider you use,

® PPO providers agree to tlimit what they will bill you. Because of that,
when you use a preferred provider, your share of covered charges consists
only of your copayment, deductible, and coinsurance. Here is an example:
You see a PPO physician who charges $150, but our allowance is S100.
If you have met your deductible, you arc only responsible for your
coinsurance. That is, you pay just 15% of our $100 allowance (215).
Because of the agreement, your PPO physician will not bill you for the
$50 difTerence between our allowance and his/her bill.

conlinues on next page
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Your out-nf-pocket maximum

for coinstiranie

When governinent
facilities bill us

If we overpay you

NALC Health: Bengfit Plan 200}

& Noa.-PPO providers, on the other hand, have no agreement (o limis what
they will bH! you. When you usg a non-FPQ provider, yons pay your
copayment, deductible, ond coinsurgnce, phus any difference between ous
sliownnee and charges on the bifl. Here is an exampls: You see a non-
PPO physician who charges $150 and our aliowance is again $100.
Becauge you've met your deductible, you are responsibie fie your
coinsorance, 50 you pay 30% of our $108 allowanze ($30%  Plus, beenuss
there is no agreernent hetween the pen-PPO physician and us, hofshe can
bill yeux for the $38 difference betwecn our ailowance and histher bl

The following bl ithusiaies the cxamples of how mach you have o pay
aut-cé-pocket for services from a PPO physician ve, 2 noa-PPO physicun.
The table uses our sxample of a service for which the phyvsician charges
£150 and our sHiowange & $100, and shows the saount you pay il vou have
met your ealeadar year deduciible,

EXAMPLE #90 physician Nen-PFPC physician
Phyaiian's charge $138 $150
Our allowance We setitatr 100 Weserita: 100
We pay £5% of sur allowance: 85 70% of our allowange:  H)
You owe
Coinsyrance 15% of ourallowance: 15 | 30% of our allowance: 30
+[ifference up to charge Na: & Yes: 58
TOTAL YOU PAY 313 340

For those services wilh coinsuranes {exciuding ments! bealth and

substanze shuse care), we pay 160% of the Plan aliowance for die revaainder

- of the calendar yoar afler yvour colnsurance cxponses ot these amouniy

* 33060 for services of PPO providers/faciiities
e 33500 for services of PP and non-PPD providers/faciitics, combined

For mental health and substance abuse benefits, we pay HX% of the Plan
aliowsnce for the remaintder of the selendar vear afler your coinsurange
expenses joial these amounke

¢ 33000 for services of network mental health and substance abuse
providers/facilitics

& SR000 for out-of-ictwork mental health and substance shuse inpatisa
hospital treatment (to o maximum of 50 days)  *

Note: Your put-gli~pocket maximom does not apply 1o those benefiis:

o Skilled nursing care

*  Prescription drugs

*  Any out-of-network outpatient metal health and substance sbuse
prafessioms) care

Note: The following eannd b counted toward sut-of-pocket gxpenses:

*  Deductibles

Copayments

Expenses incurred under Freseription Drug Benefies

Expenses i excess of the Plon sliowance or maximum benefit limitstions

Arny cu-afinetwork expenses For menta) health and substanics abuse

prefessionzl care, except inpatien hospital stays

*  Amounts you pay for non-compliance with this Plan’s cost eontairnent
requirements

*  Coinsursnee for skilled nursing care

Facilities of the Depariment of Velerans Affairs, the Depastment of
Defense, and the Indian Health Service are eatitied w seek reimbursemen
from us for certain serviees and sopplivs they provide to you or a family
member. They may not seek meve then their governing Isws allow,

We wiil make diligen efforts 1o recover benefit payments we made i oot
but in good feith, We may reduce subsequen: benefit paymenis o offke
overpayments.

18 ' Seerion 4
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When you are age 65 or older and you do nof have Medicare

Under the FEHB law, we must Himir our payments for those bonefits you would be entitied 10 i1 you had Medtearp, And,
your physician and hospits! must fallow Medicars nides and canndad bill you for more than they could bill you if'you had
Medicare, The foliowing chant Bas more information phout the Dmits,

If you...
« gre age 63 or older, and
* do nof have Mcdicare Part A, Part B, or both; and

# hgve this Plan as an annuitant or a3 a former spouse, er as ¢ family member of an annuitan or former
pouse; and

® are not employed in a position that gives FEHB covernge (Yourem loying office can tefl you if this apnlies)
pioy P & £ picviag ¥ PRIRS.

Then, for your inpatient hospital care in a Medicare participating hospital,

* Thc law requires us to base our peyment on & amoun — the “'equivalent Medicare amoont” w50t by
Medicare’s atles for what Medicare would puy, not on the scnial charge;

* Y wreresponsible for yoursoingurense and any applicabde deductibles or copayments you owe under this Plan;

& Youuare not responsible fir any charges greater than the equivalent Medicare amounr we show that amount
an the explanztion of benefits; and

* The low prohibits 2 hospio! from eolleeting more than the Medicare equivalent amount.

And, Ior vour physician care, the faw requires us 1o haae our payment and your cainsurance on...
# an amount set by Medicare awd callcd the “Medicare approved amount,” or

* ihe aetual charge if it is lower than the Medicare spproved amount.

1f your physician... Then vou gre responsible for...

Participates with Medicare or acoepts your deductibles, cotnsurance, and copaymonis;

Muodicars assignment for the claim !

Diges not participate with Medicare, | vour deductibles, coinsurance, copayments, and
any balonsce up io 115% of the Medicure spproved
smount

ke is genseslly 10 your Hnancial advanage o use » physician whao panticipates with Medicare. Such physicians sre only
permitied 1 eollect up Io the Medicare approved amgant,

Cur eaplangtion of benefits form will 1ell you how much the physician or hospitai can coliect from you. if your physi-
clan or hospital tries 1o collect more tian allowed by law, sk the physician or hospital to teduce the charges, I you
huve paiki more than ailowed. ask for a refand, 11 vou need further ussistanee, call us.

CONLMUCE 08 HEXE pape
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When you have the Original
Medicare Plan

When you have a Medicare
Private Contract

RALC Heahth Benofir Pian 2001

We Hmit our paymont 1o ga amount that supplements the benefits that
Maodivare would pay under Part A {Hespital insursnee) and Part B (Medical
issursncel, rogardless of whether Medieare pays. Note: We pay our regular
Benelits for emergency servives 10 an institstional provider, sueh as a hospital,
shut does not poarticipse with Medicare and is Bt reimbursed by Medicare.

Wien you are covered by Medicsee Part B and ot is priinary, you pay no out-
ni-pocket expenses for services bof we and Medicrre Part B cover.

» 7 yaur physician accepts Medicare assigrment, then you pay nothing for
covered charges,

® i your physician does not accept Medicare assignment, then you pay
nothing for covered charges because we include payment up to the
limiting charge,

Note: The physician who does not accept Medicare assignment may not il
you for more than 1 L% of the amount Medicare bases its payinent on,
called the “limiting charge.” The Medicare Summary Notics {MSN) that
Medicare will send you wilk bave more informarion abgom the Himinng
charge. 1f vour physician teies to coflect more than aliowed by law, ask
them b teduse their tharges. i they do not, report therm to your Modicare
carrier who sent you the MSN form, Call us i you meed further sssistance,

A physician may ask you o sign o private contract agrecing that you can

be bilied direstly for servics ordinarily covered by Medicare, yousignan
agreement, Medicare will ot pay any portion of the charges, and we will not
inceeass cur payment, We will Hmit our payment to the amount we would
kave paid after Medicare's payment,

Please see Bection 9. Cooredinating bengfity with other coverupe, for more

information abewt how we courdingte benefits with Medicare, .

il Sestion 4
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Section 5. Benefits — OVERVIEW
{See page 3 for how our benefits changed this year and page 55 for a benefits summary.)

NOTE: This Benefits section iz divided inlo subsections. Pleasc read the importard things you should keep in mind at
the beginniag of each sabsection. Also read the General exclusions in Section 6; they apply to the benefits in the _
foltowing subsections. To obtzin claims forms, claims filing advice, or more information about our benefis, conuact

us 8t FHTI9-4677 or BRIEIG-NALC (£252)

{8y Medical services and sapplies provided by physicians and other health care professionals

Disgmostic and treatmens services
Tab, X-ray, and other diagnostic tests
Preventive care, sdult

Preventive care, children

Muternity cove

Family planming

Inferiiliry servives

Allergy care

Trearment thermpics

Rehabifitative therapies

® A £ F B % & A & #

Hearing services (lesting, treatment, and

supplies)

Vision services (iesting, reatment, and

supplies}

Foot carc

Orthopedic and prosthesic dovices
Purable medical equipment {DME}
Harqe health services

Abernative weatments

Educakisnal classes and programs

{b} Surgical and anesthesia services provided by physicians and other health care professionals ... 22-23
+ Surgical procedures « Crganftissue wansplants
+ Reconstruclive surgery * Anesthesia
* (ol snd mexillofscial surgery
{e} Services provided by o hospital or other facility, and ambulance SErvicss ....vvor oo 26-28
* Inpaticnt hospital * Skilled nursing care facility benefit )
» Ouipatient hospital or ambalatory * Hospice care
surgical center s Arnbutonce
(d) Emergency serviceS/ACCIEORES ... e e e e eeaaae saes 29230
*  Accidental injury * Ambulance
* Medical smergency
(¢} Mentat health and substance abuse berelits .. ..., . 31233
* In-Network Benefits * Du-pf-Network Benefus
(F) Preseriprion deB BENETIS ..o i e e eanaaaa e conane s e eeenns 3833
+ Covered medications ard supplies
() Bperial FEAMIEE i n e s e r ey e s s e e r e rabebe e annnansaierace B
* Flexible bentlies oplion * Digcase msnsgement programs
* 2d-hour narse Hine * Diseounts for durable medica! equipment {BME}
_* Services fur deal and hearing impaired *» Worldwide coversge
* Centers of excellence for trnsplans! :
hoart surgery
£ Dentad bonefits (N ourrsBt BENOTHET ... .o e e esarrcrrrrsniarebacs orrrsiararass rnnreaennnasies 3 F
) NoreFEHDB bonefits avadable 60 Plan memiDors oo s is s e rarszssasas v s e b arn va s anasnans e 38
SUMMARY OF BENEFEITS o i e e et et e e ar s 55
NALE Meolth Bewefit Plan 2001 13 Section 3



Section 5 (n). Medical services and supplies provided by physicians and other
health care professionals

Here are some important things you should Keep in mind sbuut these beaefits:

» Please remember that atl benefis are subject 1o the defindtions, lmitations, and exclusions
in this brochure and sre payable only when we determine they are medically necessary.

¢ The PPO ealendar yoar dedugtible i3 3250 per persen (3500 per family), H vou use noa-PPO
providers your caleadar year dedueible is 8300 per oorson {8600 per family). Whether you
ase PRO or sor- PR providers, your deductible will ot exceed $300 per person (3600
per family). The calendar year deductible applies to almost all benefits in s Section
We say “Na deductible” 1o show when the ealendar year deductible does not apply.

* Fhe non-PFO bensfis are the standard benefits of this Plan, PPO bencfits apply enly when
yvili wse & PPO provider, When no PPO provider is available, non-PPO benefits apply.

-2 =S -
L e E A

* Plesse keep in mind tha: when vou use 2 PPQ hospital, the professionals who provide
services 1o you in the hospisl, such as emergency room physicians, radiologists,
anesthetisty and pathologists, may not sl be preferred providers. I they are not, they

! will bie paid by this Plan ss non- PPO providers,

* Besure o road Section 4. Yowr coss for covered services for valuable information about
cost sharing, with specis! sections for members who are age 65 or older. Alse read
Rection . Conrdinnting benefits whth other coveruge,

Diagnostic and rreatment'services * 2, 7 T T4
Professional seevives of physicions PP §20 copayment per oflice visit
' (No deductible)

s Office or ovipetiont vigits
Non-PPO: 30% of the Plan allowance and

the difference, if any, between our
allowance and the billed amount

Professions] seevices of physicions PPO: 15% of the Plan aliowance

* Hospital care Non-PPO: 30% of the Plan allowance and
* Skilicd nursing facility care the difference, if any, berween our allow-
+ Iniriad examinatsn of & newbom ¢hild covered ance and the hilled amouyn:

under & family enroflment
* Medical consultations
* Second surgical apinions
* Home visih

Maote: For routing post-operative surgical care, see
Section Mb). Surgical procedures.

Not covered: : Al charges

» Routine physical checkups and refpted testy
* Routine cye and hearing examingtions

* Services by chiropraciars, exceps {n those siates designated as
medically underserved oreas

+ Nonsurgical treaiment for weight reduction or obesity

NALC Health Benefit Flan 20iH 14 ) Eecrion Sta}



Lab, X.ray and other diagaestic tests

y -

v 7 You pay: b

Tests and their imempretation, such as:

Blopd tests

Lrinalysis

Nop-routine pap lesis
Pathadogy

Non-remtine Mammograms
CAT Seans/MRI]

Ultrasound
Elecivocardiogram (EKG)
Electroencephalogram (EEG)

R S & % F & 8 »

PPO; 15% of the Plan allowance

Non-PPO: 30% of the Plan aliowanse
and the difference, if any, betwsen our
allowance anid the bifled amount

Note: When rests are performed dunng
an. inpaticny confinement no deducible
Agpiies,

Nor covered, Routing iests, except listed under Preventive carm, adult

Al charges

Plan pays for pre-admission 1esting within 7 dsys of admissivn o
wtpatient surgery. Scroening tests, limited 1o

¢ Chest X-rays

¢ Riccuoeandioagrams
# Urinalysiz

* Hlood work

Noto: Diagnostic reses, nuek gy magnefic resonance inaging, throat

PPO: Nothdng {(No deduniible}

Nean-PPO 209% of the Plan sllowsnce
Mo dedunubin), and the differenge, i
any, between aur gllirwance and the
bilted amount

cultures or similar studies are not considered as preadmission testing.

- ¥ !

Preventive care, adulf

K

I RS

Routine sereenings, Hroued o

* Hlood lead level — one sanuelly
* Tzl blaod cheksiorol - one every three years, ages 19
shrongh &3 k
* (oloreniz! eancer screening, including .
#+ Foeul oceult blowd test — one anmually, age 40 and older

PPCE 85 eopayment (No deductible)

Kon-FPO: 30% of the Plan allowance
and the difference, if any, between our
sllowance and the billed amount

s+ Routine Sigmoidoscopy, screening — one every five
vezrs, age 30 and older

PPO: 10%: of the Plan atlowance
Non-PPO: 36% of the Man gllowane amyd
the difference, if any, berween the Plaa
allowance and the billed amouny

s Ruoutine Prostare Specific Antigen (PSA test) ~ one gnnually
foar men ngte 40 and older

PR 525 copavesent (No deduciible)

Non-PP(: 30% of the Plan allowanee ovf the
difference, if any, betwaon our sllowance snd
th hiflext amoyre

» Routing gap 1es

Nime; We cover the office visit i it is on the same day as e
pop test. See Diagnostic and treatoment services in this section,

E

PEC: Nothung for first £33 in charges {Ne
deduetibie}, duen 15% of the Plan allowance

Non-PPO); Nothing for Arst 835 in chorges
{No deductibie), then 30% of the Plan
gliowance gnd the Gifforence, o any. betwion
our stiowane st the itled amount

* Routine manmmogram — for women age 33 and older, as follows:
* Aops 14 theough 39, one during this five year pediod
*% fges 4G through 64, one every calendar year
s% Age 83 and oldor, one every bwo consecutive calendar vears

PPO: §28 copayment [ No deductible)

Mos-PPO: HBG of the Flan sHowance and
the difference, Hany, botween our allow-
ance and the bifled amoum

Routine imamaszanons, Hoiled o

s Temns<liphtheris (T4} boosier — one every 10 vears, spe 19
sl older fensent 88 provided for ander Fraventive care, children)

+ InfuenzaProumococonl vaccines, onc sanuslly, age 65 and older

PP 85 copayment (No deductibic)

Mon-PPO: 30% of the Plas allowance and the
difference, if any, between our allowance and
the billed amount

NaLC Healik Renefis Plan 200
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Preventive care, children

"¢ Youpay -

¢ Childhaod immunizations recarmmended by tie Amsrican
Academy of Pediatrics, ages 3 throngh 21

PPO: Nothing (No deductible}

Non-PPO: The differonce, if any, berween
our aliowance and the billed amasni {(No
deduenible}

* Well.child carewrouting examirstions and immnizstions,
through sge 2

Mote: For the coverage of the initial newborn exam so¢ Digguos.
He and progiment serviees 10 this section.

PP NMothing {No deductibie)

Non-PPO: The difference, i soy, between
pur allowsnce and the billed amount {(No
deductible} :

s Lxaminations, limited w:

#9 Examinations for arblyopis ary sye) and stesbistuug
{crossed eves) - Hmited 1o ang somening examination,
ages 2 through 6

PPOY B15 copayment {No dedueiible}

Non.PPO: 30% of the Plan allowance and
the difference, if any, between our allow-
ance angd the eiled amoont

» Exarminations done on the dey of immunizations, ages 3
thraugh 21

#P0O: 820 copayment per office visit (No
deductible)

Non-PPO: 30% of the Plan sllowance and
the difference, if any, between our allow-
ance and the billed amoum

Maternity care - .-

i
. Pl
¥

Compleie maternity {obstetricall care, such ax

* Prenatal sove
* Delierry

* Postnatal carg
= Amnipteniesis

PEO: 10% of the Plan aliowance

News-PPO: 0% of the Plan allowance
and the differenes, if any, between our
zllowence and the hilled amount

Group B sueptocosouy infestion screening
Somograms

Fetal monitoring

Orher tests medically indicated forthe unborn child

. v 5N

Note: Here are some things ta keep in mind

* Yoo do pot need to precomify your normai delivery; see
Secuon 3 How ro got aporovad for... {ot sther circomstanees,
such as exwended stays for vou or your baby,

Yot may remabn in the hospltal up to 48 howrs after a regulor
delivery and 96 honrs after a cosarean delivery, We will eover
an extended stay, if modically necessary, but you must
precertify,

» We cover routine nursery care of the newborn child during
the savernd portion of the mother's matemnity stay, We will
cover ather care of an infant whe requires non-routing
trearment i¥ we cover the infant under a Seff and Family
enrollment.

* We pay hospilalization and surgeon services {delivery) the
same as for illness and injury, Sec Seotion S(c), faparient
hospital and Section 5(b). Surgical procedures.

PPQ: 15% of the Plan allowance

Non-PPO: 30% of the Plan alowanee
and the diference, if any, between our
allowange and the billed amount

Not covered: Routine sonograms io delermine fraf age, stte or 2%

A charpes
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Familyplanning "' -~ - "7 ' | “Youpay

Surgical procedures for: PPO: 10% of the Plan allowance

* Yoluntary siarilization Non-PPO: 30% of the Plan oliowancs
* Imypdamed contraceptives and the difference, if any, between our
+ Intmuienne devices {(11UDs) allowance and ihe billed nmount
injectoble coniragepiive drugs PPC 13% of the Plan allowanse
Nete: For other contmceptive drugs, see Section 5(f). Prescription drug Non-PREY: 0% of the Plan allowance
Benefis and the difference, if any, berween our

aibowaree aod the billed amount

Notcovered: reversal ol wluntary surgical sterilizatian, and geneticomaselfing | AH charges

B

Infertility services e RS E - .
Diagnosis and meatmaent of infertility, except as listed in Mor covered, PR 13% of the Plan allowance
Note: For surgical services see Seetion 5{b}. Ron-FBG: 305 of the Plan allowance

and the difference if any botween our
slivwance and the bilied smoum

Not covered: T A churger

* Asristed reproductive technology (ART) provedures, such ax:

o8 drifiviol insemingtion

s In vitro fortilization

»» Embryo transfer and gamete intrafoilopian tube transfer (GIFT}
* Services and supplies refuted 13 ART procedures

-

Allergyeare .. .« .7 . o e .

* Yosting PPO: 15% of the Plan allowance

* Tresument, exeept for allergy injections Non-PPO: 30% of the Plan allowance
* Allergy serum and the difference. if any, beween our

Alowance and the billed amount

Allorgy injections PPO: S8 copayment each (Mo deductible)

Naon-PPO: 3085 of the Plan sllowance
and the difference, ifany, bstwgen sur
sllowance and the bitled smeust

Aot covered: Ali charges

» Prowcative food wsiing and sublingual allergy desensitization

»  Enviranmental conirol anits, such as air conditioners, purifiers,
humidifiers, and detymidifiers

Treatment therapies N

* Chematherapy and radiation therapy | PRO: 15% of the Plan sllowance
Note: High dose chemotherapy in association with autslegous bone Nowu-PP0: 10% of the P allow-
marrow transplants is Hmited 1o those transplants listed in Section 3b; ance and the differsnse. if any.
Organtissue transplapts, beowean our alicwance and the billed
* Dialysis - Hamogislysis and peritoneat dialysis anount

* Intenvenons (IV¥infusion Therapy -~ Home IV and antibiotic therapy

* Respirstory sad inhalation therspies

»

Growthy hormons therapy (GHT)

Note: We caver GHT only when we preauthorize the meatment. Oyl 306/
ATINALC (6232) for presthonization. We will a5k you 16 submgt
information that cstablishes that the OHY is medically necessary. Askus
1o authorize GHT before vou begin treatment; otherwise, we will cover
GHY serviges ondy from the date you submit the information. {f youdo
et a8k, or if we determing GHT is not medicslly necessary, we wili not
covgy the GHT or related services and supplies.

Freatment therapies - Continued on nexi page
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Treatment therapies — Continued o e

You pay

o

Not covered: Chelation therapy, excepr as treaiment for acuie aesenic,
gold, lead or mercury poisoning

AM chorgus

Rehabilitative therapies ‘ 1

Physical therpy, occupational therapy. and speech therapy

» Up to 90 visits per colendar year for the services of each of the -
fallowing: :
we Dalificd physical cherapists;
*» Soeech therapists, and
e Ciceupational thempists,

Note: W sover therapy only 1o restore bodily Amction or spesch when
thiere has beer a sotst or paetint losk of bodily function or functional
speech dus 1o iiness or injury sad when the auending physician:

» Ordeee the Carg: .

» ldonsifics the specific professional skills the pationt requirss and the
modies! neoessity for skilled serviges; and

» indiestes the length of time the services are needed.

BPE 5% of the Plan allowance

Noan- PP, 30% of the Plan sllowsnce
aud the differene, i any, between
pur allowange and the billed amount

Not covergd:

#  Long-term rebabifitprive theropy
* Mpintenance therapy, inclading cardiac rebabilitstion and exercise

progroms

All rharges

Hearing services {testing, treatment, and supplies) ' . .

» Heating eosting for covered diagnoses, such as etitis media and
rastolditis

* First hearing aid and examination, limited to services necessitated by
accidenial injury

PPOL 18% of the Plan sliowance

Non-PPCE 30% of the Plan atlowanse
and the ditference, if any, berwedn our
atlowance and e bilted mmoust

Mot covered:

*  Routing hearing resting
* Hearing aid amd sxamination. exceps whea necessitated by aceideninl
injury

Afl charges

Vislon services {testing, treatment, and supplies)

* Bye examinations for covered dingaoses, such as eataract and
glaucoms

PPO: 820 copaymeant por office visit
{No deductiblal

Non-PPO; 30% of the Plan allowance
and the difference, I uny, betwoen our
aliswsese and the bitled amouns

* Cine pair of gyeglasses or conlagt fenses fo correct &n impairmcnt
dirnatly eaused by secldenial ovular Injury or intraocular surgery (such
g% for cataracisy

Newe: For sxpminationy for amblyopia and strabismus, see Preventive
core, ehildren,

PPO: 18% of the Plan allowance

Non-PPO: 30% of the Plan allowange
and the difference, if any, berween our
allowance and the billed amount

Not covered:

s Lyegiasses or contaet fenses and exominations for them
o Exe exercises and orthophics

* Radial keratotomy and other refraciive surgery

* Refractions

All charges

NALC Health Benefit Plan 2001 i8
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Foot carce. e

..

“-. 1 . "You pay.

Nonsurgical routine foor care when you are under aclive treatment for a
melabolic or peripheral vascular disease, such as diabetes.

PPO: 15% of the Plan allowance

Nen-PPO: 30% of the Plan allowance
and the difference, if any, between our
allowance and the billed amount

Surgical procedures {or routine foot care when you are under aclive
treatment for a metabolic or peripheral vascular disease, such as
diabeles

Open cutting, such as the removal of bunions or bone spurs

PPO: t0% of the Plan sllowance

Non-PPO: 30% of the Plan allowance
and the dilference, if any, between our
allowance and the billed amount

Nof covered:

Cutting, trimming or removal of corns, calluses, or the free edge of
roenails, and similar routine treatment of conditions of the foor, except
as stated above

Treatment of weak, strained or flat feet or bunions or spurs; and of any
instability, imbalance or subluxation of the foot {unless the reatment
is by open cutting surgery)

¢ Foot arthotics, arch supports, heel pads and cups
* Orthopedic and corrective shoes

All charges

Orthopedic and prosthetic devices ~ © - ', -

1 Fu

Antificial limbs and eyes; stump hose

Custom-made durable braces for legs, arms, neck and back
Externally worn breast prostheses and surgical bras, including neces-
sary replacements following a mastectomy

Note: [ntemal prosthetic devices, such as anificial joinis, pacemakers,
cochlear implants, and surgically implanted breast implant following
mastectomy ure paid as hospital benefits; see Section 5(c), Inpatient
hospital. Inserion of the device is paid as surgery; see Section 5(b)
Surgical procedures.

PPO: 15% of the Plan allowance

Non-PPO: 30% of the Plan
gliowance and the difference, if
any, between our allowance and
the billed amount

Nof covered:

Orthopedic and corrective shoes

Arch supports

Foat orthorics (shoe inseris}

Heel pads and heel cups

Lumbosacral supporis

Corsers, trusses, elastic stockings. support kose, and other supportive
devices :

Prasthetic replacement provided less than 3 years afier the last one we
covered

All charges

Durable medical equipment (DME) ‘ o

3

Durable medical equipment (DME) is equipment and supplies that are:

Prescribed by your attending physician (i.c., the physician who is
trcaring your illness or injury);

Mcdically necessary;

Primarily and customarily used only for a medical purpose;
Generally useful only to a persen with an illness or injury;
Designed for prolonged use; and

Intcnded Lo serve a specific therapeutic purpose in the treatment of
an illness or injury.

PPO: 15% of the Plan allowance

Non-PPO; 30% of the Plan
allowance and the diffcrence, if
any, between our allowance and
the billed amount

NALC Health Benefit Plan 2001
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Durable medieal equipment (DME) - Conrinued”

" You pay o

New: Calf us ot BOOM43I3-NALC (6252 as soun 25 your physician
prescribes equipment or supplies. We have armanged with o health core
provider to rent or sell dursble medical equipment at discounied mafes and
will &1l you more sbout this service when you <all.

We cover renal or purehase {a¢ our option} including repair and adjust-
mment of durable medical eguipment:

* {xygen and oxygen apparatus
» Dislysis appliances

We glso cover supplies, such as:

Hospital beds

Wheelchairs

Cristches, canes, and walkers

Insulin and diabetic supplies

Needles and syringes for covered injectables
Ostomy and eatheter supplies

Home IV and antibiotic therapy

PEG: 15%: of 1he Plan sllowance

Non-PPCL 30% of the Plan
gllowance and the difference, if’
any, between our allowance and
the billed amount

Net cavered:

* IMWE replocements provided less than 3 years after the last one we
‘covered

* Sun or hear lomps, whirlgaoi batks, saunges and simitar houschold
equipmens

s Safety, convenience and exercize pquipment

* Communication eguipmen! including computer “story boards™ or
“lipht wthers ™

« Enhanced vision Systems, computer switch bocrds or epvironmentaol

canirol units

Heating pods, air conditioners, purifiers and humidifiers

Stair climbing squipment, swir glides. romps, clevators

Maodifcationg ar alterorions re vehicles or househalds

Other itemy fsach as wigsi that do nat meet the definition of DME. See

Seetion 78 DeBinitions,

* * & »

Alf charges

Home health services

p o 90 days per calendar year {with a maximum Plan payment of §75
per davy when:

€ A registercd nurse (RN}, heensed practical nurse {L.P.N.} or licensed
wieationad nurse {1,V N, provides the services;

* The monding physician orders the care;

* The physician identifies the specific professional skills required by the

patient and the medical necessity for skilled services: and
¢ The physieian indicates the length of time the serviess are needed,

PRC: 20% of the Plan allowanee
{No deducuible) pius alt charges
after we pay $75 per day

Noa-PPO: 26% of the Plan
aliowance (No deductible) plus sh
charges after we pay 375 por doy

Not covered:

* Nursing care requested by, or for the canvenience of, e patiens gr
the putient's family

* Nursing cove primaorily for kygiene, feeding, exercising, moving the
patient, hamemaking, comparnionship or giving oral medication

Al charges

NALL Hualth Benefit Plan 2001
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Alternative freatments - ° A

¥Yau pay

Acupuneture, lisited to treatroent by s doctor of medicine or
osieopatly for pain rehied

PRy 15% of the Plan allowance

Ron-PPy: 30% of the Plan
slimwance and the difference, i
any, between our sliowande and
the bilicd emount

Nat covered: :
* Chiropraciic services and related tesis

*  Naturgpathic services .
Mute: In medically underserved areas, we may cover services of
aliemative teatment providers: see Section 3 Cavered providees,

¥

At eharges

Educational classes and programs -

Cerverage is limited to:

¢ Smoking Cessation — Qoe smoking cessation program per
member per Hifetime, up 10 8 maximum Plan payment of 3100
ingluding ali related expenses sueh as drugs

PPO; Nothing for the first $100
Non-PPO: Nathing for the first S04

+ Dhiabeies trnining for self-management when:

» Prescribed by the anending physician; and

» Administered by & covered provider, such as a registered nurse,

PPO: 15% of the Plan giiawaﬁc:

Non-PPO: 30% of the Plan altowange
and the difference, i any, betwees aur
afowanse and the bilicd smount
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Section §'(b). Surgical and anesthesia services provided by physicians and
other health care professionals

Here are some important things you should keep in mind asbout these benefits:

* Pleaze remember that all benefits are subject t the dafinitions, Henitstions, and exchasions
i this brochure and are paysble only when we determine they sre medically necessary.

* The PPO calendar year deductible i $250 per person (3500 per famdlyl 1 vou use nonFPO
providers your calendar year deductible is $300 per person {58000 prr family. Whether you
use PP o non-PPO previders, your deductible will not excped 358 ner porson (3800 per
family}. The calendar year deductible appiies o almost stl bees fig jo this Section. We
say “Mo deduetible” to show when the ealendar vear deductible does not apply.

EEFEE LY
I L L ET

*

Be sure 10 rewd Section 4. Your casts for covered services for valuable information
sbent coxl sharing, with speetz! seetions for members who are age 65 o oldtr. Alsp
send Section 9. Coordineiing benefits with uther coverage,

The nae-PPG benefits arc the standard benefus of this Plan. PPO benefils applv onlv when
you usg & PPO provider. When no PPO provider is avatlable, nua-PPO benelits apply.

*

*

Please keep in mind thet when vou use & PPO hospital, the professionals whe provide
services io vou in the hospitel, such 25 emeskency roam physicians, radislegists,
anestheiistz and pahologists, may net sl be preferred praviders. 1 thiey asg not, they
. will b paid by this Plan as non-PPO providers.

* ‘The amounts tisted below are for the charges billed by a physician or other health core
professionat for your surgical procedure, inchuding normal pre- and posi-operative care,

.00k in Section ${c} for charges sssocizted with the Facility {L.c. hospital, surgical center, o),

YOU MUST GET PRIOR AUTHORIZATION FOR ORGAN/TISSUE TRANS-

FLANTS. See Sectlen 5(b) Organ fissue transplants. ’

»

LRl npph

BV Bt iriup e,

Surgical prncedures I | .

Surgeons® charges for proesdures, sueh as: PPO): 10% ol the Plan sliowance

Operative procedures _ Non-PEO: 30% of the Plan allowance and
Treatment of fractures, including casting the difference, if any, between our allow-

MNormal pre- and post-operative care ance sad e billed amoust
Correstion of amblyopia and swrabismus

Endostopy

Biopsy

Removal of tumors and cysis

Coregction of congenstal pnomalies

Gastric bypuss or stapling for weatment of morhid obesity — g
comdition in whith an individual weighs 100 pounds or 100%
over his or hur normal weight with complicating medical
sonditions aud attempts fo reduee weight using a doetor-
monttored dict and exercise program were unsuccessful;
cligible members must be age 18 or alder,

s Insertion o inwimal prosthetic devices

" EEEEE R

Surgical procedires ~ Continued on nux!t pugs
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Surgical procedures — Continued

You pay

» Voluntary sterilization, surgically implanted coniraceptives and
intrauterine devices (IUDs)
» Debridement of burmy

Note: When multiple or bilateral surgical procedures are performed during
the same operative session, the Plan allowance is increased if the additional
procedure adds complexity 10 the operative session. The increase is one-half
of what the Plan allowance would have been if that procedure had been
performed independently.

The Plan allowance for an assistant surgeon will not exceed 25% of our
allowance for the surgeon.

PPO: 10% of the Plan allowance

Non-PPO: 30% of the Plan
allowance and the difference, if
any, between our payment and the
billed amount

Not covered:

¢ QOral implants and transplants

¢ Procedures that involve the teeth or their supporting structures (such
as the periodontal membrane, gingival and alveolar bone)

¢ Cosmetic surgery. except for repair of accidental injury if repair is
initiated within six months after an accident; for correction of a
congenital anomaly; and for breast recansiruction following a
masteciomy

¢ Radial keratotomy and other refractive surgery

® Procedures performed through the same incision deemed incidental to
the tatal surgery, such as appendeciomy, lysis of adhesion, puncture of
ovarian cvst

* Reversal of voluntary stcrilizatian

* Services af a standhy surgenn, except during ongioplasty or other high
risk procedures when we determine standbys are medically necessary

* Cutting, trimming or remaval of corns, calluses, or the free edge of
roenails, und similar rourine treatment of conditions of the foot, except
as listed under Section Sta) Foat care

All charpes

Reconstructive surgery - -~ R

e Surgery lo correet 8 functional defect
* Surgery lo comreci a condition eaused by injury or illness if:
*e The condition produeed a major effect on the member’s appear-
ancc; and
¢¢ The condition can reasonably be expected to be corrected by
such surgery
s Surgery to correct a congenital anomaly (condition that existed at or
from birth and is a significant deviation from the common form or
norm). Examples of congenital anomalies are: protruding ear deformi-
ties; cleft lip; cleft palate; birth marks; and webbed fingers and toes.
+ All stages of breast reconstruction surgery following a mastectomy, such
as: .
*» Surgery to produce a symmetrical appearance on the ather breast
¢ Treatment of any physical complications, such as lymphedcmas

Note: Congenital anomaly docs not include conditions reiated to teeth or
intra-oral structures supporting the teeth,

Note: We cover internal and external breast prostheses, surgical bras and
replaecements. See Section 5(a) Orrthopedic and prosthetic devices and
Section 5(¢) Inparient hospital.

Note: If you need a mastectomy, you may choose to have the procedure
performed on an inpatient basis and remnain in the hospital up 1o 48 hours after
the procedure.

PPO: 10% of the Plan allowance

Non-PPQ: 30% of the Plan
allowance and the difference, if
any, between our allowance and
the billed amount

Reconstuctive surgery — Continued on next page
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Reconstructive surgery — Continued

You pay

Nort covered:

¢ Cosmetic surgery — any surgical procedure (or any portion of a
procedure} performed primarily 10 improve physical appearance
through change in bodily form. excepr repair of accidental injury if
repair is initiated within six months

» [Injections of silicone, collagens and similar substances

s Surgeries related to sex transformation or sexual dysfunction

All charges

Oral and maxillofacial surgery. . .

v

Oral surgical procedures, limited to:

¢ Trearment of fractures of the jaws or facial bones

¢ Surgieal correction of cleft lip, cleft palate or severe functional
malocclusion

¢ Removal of stones from salivary ducts

¢ Excision of leukoplakia or malignancies

= Excision of cysls and incision of abscesses when done as independent
procedures

* Other surgical procedures that do not involve the teeth or their support-
ing structures '

PPO: 10% of the Plan allowance

Non-PPO: 30% of the Plan
allowance and the differcnce, if
any, between our allowance and
the bilied amount

Not covered:

* Oral implants and ransplants
s Procedures thar involve the teeth or their supporting structures (such
as the periodontal membrane, gingiva, and alveolar bone}

All charges

1

Organ/tissue transplants«-" ;" R

Limited to:

Bone

Comea

Heart

Heart/lung

‘Kidney

¢ Kidney/pancreas

* Liver

& Lung: Single — only for the following end-stage pulmonary diseases:
primary fibrosis, primary pulmonary hypcrtension, or cmphysema;
Double — only for paticnts with cystic fibrosis

® Pancreas

¢ Allogenic bone marrow transplants, limited to patients with acute
leukcmia, advanced Hodgkin's lymphoma, advanced non-Hodgkin's
lymphoma, advanced neuroblastoma, aplastic anemia, chronic myelog-
enous leukemia, infantilc malignant osteoporosis, severe combined
immunodeficiency, thalassemia major, or Wiskott-Aldrich syndrome

= Autologous bone marrow transplants (autologous siem cell support)

and autolognus peripheral stem cell support for acute lymphocytie or

non-lymphomeytie leukemia; advanced Hodgkin’s lymphoma,

advanced non-Hodgkin's lymphoma, advanced neuroblastoma; breast

cancer; multiple myeloma; epithelial ovarian eancer; and testicular,

mediastinal retroperitoneal and ovarian germ eell tumors

Nothing, for services obtained
through the National Transplant
Program (NTP). (No deductible)

PPO: 10% of the Plan allowance

Non-PPO: 30% of the Plan
allowance and the difference, if
any, between our allowancc and
the billed amount

Organ/tissue iransplants — Continued on next page
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Organ/tissue transplants — Continued ~~ . - Y

You pay

National Transplant Program (NTP}) - The Plan participates in The First
Health, National Transplant Program. Before your initial evaluation as a
potential candidate for a transplant procedure, you or your doctor must
contact First Health at 800/622-6252 and speak 10 a Transplant Casc
Manager. You will be given information about this program including a
list of participating providers. Charges for services performed by a
National Transplant Program provider, whether incurred by the recipient
or donor are paid at 100%. Participants in the program must receive prior
approval frorn the Plan for travel and lodging expenses.

Note: We cover related medical and hospital expenses of the donor oaly
when we cover the recipient,

Nothing, for services obtained
through the National Transplant
Program (NTP). (No deductible)

PPO: 10% of the Plan allowance

Non-PPO: 30% of the Plan
allowance and the difference, if
any, berween our allowance and
the billed amount

Note: Limited Benefits — 1f you do not obtain prior approval or do not
use a designated facility, we pay a maximum of §100,000 for each listed
transplant (kidney limit, $50,000), for these combined expenses: pre-
transplant evaluation; organ procurement; and inpatient hospital, surgical
and medical expenses. We pay benefits according to the appropriate
benefit section, such as Section 5(c) Inparient hospital and Surgical
procedures, The limitation applies to expenscs incurmed by either the
recipient or donor.

Nat covered:

* Donor screening tests and donor search expenses. except those
performed for the actual danor

s Travel and indging expcnses. except when approved by the Plan

* [Implanis of arvificial organs

¢ Transplants and related services and supplies not listed as covered

Al charges

Anesthesia

Professional services provided in:

* Hospital (inpaticnt)

PPO: 15% of the Plan allowance

(No deductible}

Non-PPO: 30% of the Plan
allowance and the difference, if
any, between our allowanee and -
the billed amount (No deductible)

Professional services provided in:

* Hospital outpatient department
¢ Ambularory surgical center

¢ Office

¢ Other outpatient facility

PPO: 15% of the Plan allowance

Non-PPO: 30% of the Plan
allowance and the difference, if
any between our allowance and the
billed amouat

Note: If your PPO provider uses a
non-PPO ancsthesiologist, we will
pay non-PPO benefits for any
anesthesia charges.,
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Section 5(c). Services provided by a hospital or other facility,
and ambulance services

Hcre are some Impertant things you should keep in mind about these beneflts:

¢ Please remember that all benefits are subject to the definirions, limitations, and
exclusions in this brochure and are payable only when we determine they are medi- ~
cally necessary.

The PPO calendar year deductible is $250 per person ($500 per family). If you use
non-PPO providers your calendar year deductible is $300 per person (3600 per
family). Whether you use PPO or non-PPO providers, your deductible will not exceed
3300 per person (3600 per family). Unlike Sections (a) and (b), in this section, the
calendar year deductible applies 1o only a few benefits. In that case, we say “calendar
year deducible applies”. |

NZPHEOTZ ~
NZPHNDOTE

¢ Be sure to read Section 4. Your costs for covered services for valuable information
about cost sharing, with special sections for members who are age 65 or older. Also
read Section 9. Coordinating benefils with orther caverage.

¢ The non-PPO benefits are the standard benefits of this Plan. PPO benefits apply only
when you use a PPO provider. When no PPO provider is available, non-PPO benelits T
apply.
® Please keep in mind that when you use a PPO hospital, the professionals who provide
services to you in the hospital, such as emergency room physicians, radiologists,
anesthetists and pathologists, may not all be preferred providers. If they are not, they
will be paid by this Plan as non-PPQ providers,

® The amounts listed below are for charges billed by the facility (i.e. hospital or surgical
center) or ambulance service for your surgery or care. Look in Section 5(a) or (b} for
costs associated with the professional charge {i.e. physicians, etc.).

* YOU MUST GET PRECERTIFICATION FOR HOSPITAL STAYS; FAILURE
TO DO SO WILL RESULT IN A $500 PENALTY. Please refer to the precentifica-
tion information shown in Section 3 1o be sure which services require precertification.

VA bl o e T

Benefit:Description:

et
G e M o N DA M
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NOTE: . The calendar, year de ihle &pplics ONLY:when we say. below: Yenfeénda r.ycar,d pplicsy. .
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Inpatient hospital ot T :

Room and board, such as: PPO: Nothing

* Ward, semiprivaie, or intensive care accommodations; ' Non-PPO: $100 copayment per

* General nursing care; and admission and 20% of the Plan

* Meals and special diets. allowancc

Note: We cover a privatc room only when you must be isolated to prevent
contagion. Otherwise, we pay the hospital’s average charge for semiprivate
accommodations. If the hospital has private moms only, we base our
payment on the averagc semiprivate rate of the most comparable hospital in
the area.

Noie; When the non-PPO hospital bills a flat rate, we prorate the charge
85 follows: 30% room and board and 70% other chargcs.

Inpatient hospital — Continued on next page
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Inpatient hospltal - Continued. | .~ ;. - . ], . . You pay

Other hospital services and supplies, such as: PPO: Nothing

Operating, recovery, matemity, and other treatment rooms Non-PPO: §100 copayment per
Prescribed drugs and medicincs admission and 20% of the Plan
Driagnostic laboratory tests and X-rays allowance

Pre-admission testing (within 7 days of admission)

Blood or blood plasma, if not donated or replaced

Dressings, splints, casts, and sterile mray services

Medical supplies and equipment, including oxygen

Anesthetics, including nurse anesthetist services

Intemnal prostheses .
Professional ambulance service to the nearest hospital equipped o
handle your condition '

Note: We base payment on who bills for the scrviees or supplies. For
examplc, when the hospital bills for its nurse anesthetist's services, we
pay hospitel benefits (Inpatient hospital} and when the anesthesiologist
bills, we pay anesthesia benefits (see Section 5(b) Surgical proccdurcs).

Note: We cover your admission for dental procedures only when you
have a nondental physical impairment that makes admission necessary to
safeguard your health. We do not cover the dental procedures,

Note: We cover admission for inpatient foot treatment even if no other
benelits are payable.

Take-home items PPO: 15% of the Plan allowance

¢ Medical supplies, appliances, and equipment; and any covcred items (calendar ycar deductible applics)

billed by a hospital for use at home . Non-PPO: 30% of the Plan allow-
ance {calendar year deductible
applies)
Nort covered: ' All charges

® Any part af a hospital admission that is not medically necessary (see
Section 0. Definitions . . . Medically necessary), suck as long term care
or when you do not need acure hospital inpatient fovernight) care, but
could receive carc in some other setting without adversely affecting your
condirion or the quality of your medical care. In this event, we pay
benefits for services and supplies other than room ond board ond in-
hospital physicion care ot the level they would have been cavered if
provided in an olternative sefting

® Custodial care; see Section {(. Definitions . . , Custodial care

» Non-covered facilities, such as nursing homes, extended care facilities,
and schools

* Personal comfort items, such os relephane. television, barber services,
guest meals and beds

® Private nursing care
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Outpatient hospital or ambulatory surgical center

.1 -You pay - .

Services and supplies, such as;

Operaling, recovery, and other treatment rooms

Prescribed drugs and medieines

Diagnostic laboratory tests, X-rays, and pathology services
Administration of blood, blood plasma, and other biologicals
Blood and blood plasma, if not donated or replaced
Dressings, casts, splints, and sterile tray services

Medical supplies, including oxygen

Anesthetics and anesthesia service

Note: We cover hospital services and supplies related to dental proce-
dures when necessitated by a non dental physical impairment. We do not
cover the dental procedures.

PPO: 15% of the Plan allowance
(calendar year deductible applies)

Non-PPO: 30% of the Plan

allowance and the diffcrence, if
any, between our allowance and
the billed amount (calendar ycar

deductible applies)

Not covered: personal comfort items All charges
- ‘Skilled nursing care facility benefits .., . .~ . 4., S
Limited to care in a skilled nursing faciliry (SNF) when your Medicare PPO: Nothing

Part A is primary. We cover semiprivate room, board, services and
supplies in a SNF for up to 30 days per confinement when:

* You are admitied directly from a precertified hospital stay of at least 3
consecutive days;

* You are admitted for the same condition as the hospital stay;

* Your skilled nursing care is supervised by a physician and provided by
an R.N., L.P.N,, or L.V.N.; and

* SNF care is medically necessary,

Non-PPO: The difference, if any,
between our allowance and the
billed amount

Not covered: cusrodial care

Ali charges

Hospice care .

L

Hospice is & coordinated program of maintenance and supportive care for
the terminally ill provided by a medically supervised team under the
direction of a Plan-approved independent hospice administration.

Limitcd benefits: We pay up to $3000 per lifelime for a combination of
inpatient and outpatient services.

PP(O: 15% of the Plan allowance, and
all charges afler we pay $3000
{calendar year deductible applics)

Non-PPQO: 30% of the Plan allowance,
and all charges afier we pay $3000
(calendar year deductible applies)

Neot covered.

® Private aursing care
s Homemaker services
* Hereavement services

All chorges

Ambulance -

Local professional ambulance service when medically necessary

PPO: 15% of the Plan allowance
{calendar year deductible applies)

Non-PPO: 30% of the Plan allowance
and the difTerence, if any, between our
allowance and the billed amount
(calendar year deductible applies)

Nort covered: transportation (other than professional ambulance
services), such as by ambulette or medicab

Al charges

NALC Health Benefit Plan 200! 28

Secrion 5{c)



Section S (d). Emergency services/accidents

Here are some Important things to keep in mind about these beneflts:

* Please remember that al] benefits arc subject to the definitions, limitations, and
exclusions in this brochure and are payable only when we detecrmine they are medi-
cally necessary.

The PPO calendar year deductible is $250 per person (3500 per family). M you use
non-PPO providers your calendar year deductible is 3300 per person (3600 per family).
Whether you use PPO or non-PPO providers, your deductible will not exceed $300 per
person (3600 per family). The calendar year deductible applies 1o almost all benefits -
in this Section. We say “No deductible” to show when the calendar year deductible
does not apply.

N2 O TE -~
|
HZ O e -

* The non-PPO bencfits are the standard benefits of this Plan. PPO benefits apply only
when you use a PPOQ provider. When no PPQ provider is available, non-PPQ benefits

apply.

+ Please keep in mind that when you use a PPO hospital, the professionals who provide
services to you in the hospital, such as emergency room physiciens, radiologists,
anesthetists and pathologists, may not all be preferred providers. [fthey are not, they
will be paid by this Plan as non-PPQ providcrs.

» Be sure to read Section 4, Your costs for covered services for valuable information
about cost sharing, with special sections for members who are age 65 or older. Also
read Section 9. Coordinating benefits with other coveroge.

What is an accidental injury?

An accidental injury is a bodily injury sustaincd solely through violent, cxternal and accidental means. We do not
cover denal care for accidental injury
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Accidental injury -
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If you receive the care within 72 hours after your accidenial injury, | PPO: th'mg {No deductible)
we cover: Non-PPO: The difference, if any,
¢ Nonsurgical scrvices and supplies by a physician between our sllowanee and the billcd
* Related nonsurgical outpatient hospital services and supplies amount (No deductible)
* Local professional ambulanee service when medically |
necessary ;
If you receive care for your accidental injury after 72 hours, we cover: PPO: 15% of the Plan allowanec
* Qutpatient hospital and physician services and supplies not Non-PPO: 30% of the Plan allowance
related 10 surgical procedures . and the difference, if any, betwcen our
Note: For surgery related 1o an accidental injury, see Section 5(b) Plan allowance and the billed amount
Surgical provedures.
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Medical emergency e

Outpatient medical services and supplies. See Section 5(a) PPO: 15% of the Plan allowance

Medical services and supplics.
¢ r PP Non-PPO:; 30% of the Plan allowance

and the difference, if any, between our
allowance and the billed amount

Surgical services. See Section 5(b) Surgical procedures. PPO: 10% of the Plan allowance
Non-PPO: 30% of the Plan allowance
. and the difference, if any, between our
allowance and the billed amount

Ambulance . e N N

Local professional ambulance service when medically necessary, PPO: 15% of the Plan aliowance

ot related to un accidental injury Non-PPO: 30% of the Plan allowance and
the difference, if any, between our aliow-
ance and the billed amount

Not covered: iransporiation {other than professional ambulance All charges
services), such as by ambuletie or medieal
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‘Section 5 (e). Mental health and substance abuse benefits

In-Network Benefits

Parity

Beginning in 2001, alt FEHB plans' mentsl health and substance abuse bencfits will
achievc “parity” with other benefits. This means that we will provide mentzl health and
substence abuse benefits differently than in the past.

You may now choose to get care Out-of-Network (same as before) or In-Network {(new

in 2001). When you recetve In-Network care, you must get our approval for services end -
follow a treatment plan we approve. lf you do, cost-shaning and limitations for In-
Network mentel health and subsiance abusc benefits will be no greater than for similar
benefits for other illnesses end conditions,
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Here are some Important things to keep in mind about these benefits:
* Al benefits are subject to the definitions, limitations, and exclusions in this brochure.

* There is & separate calendar year deductible for In-Network mental health and sub-
. stance abuse of $250 per person ($500 per family). This calendar year deductible
- applies to almost all benefiis in 1his Section. We say “No deductible™ 10 show when
the calendar year deductible does not apply.

& When no In-Network provider is available, Qut-of-Network benefits will be paid.

* Be sure to read Section 4. Your costs for covered services for valuable information
about how cost sharing works. Also read Section 9 about coordinating benefits with
other coverage, including with Medicare,

* YOU MUST GET PREAUTHORIZATION OF THESE SERVICES. See the
instructions after the benefits descriptions below.

* In-Network mental health and substance abuse benefits are below, then Out-of-
Network benefits begin on page 33,
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ln-Network benefits : < ' fo

All diagnostic and treatment services contained in a treatment plan Your cost-sharing responsibilities arc no
that we approve. The treatment plan may include services, drugs, greater than for other illness or condi-
and supplies described elsewhere in this brochure. tions, such as $20 copayment per office

visit, or 15% of the Plan allowance for
other outpatient services after the
calendar year deductible is met.

Note: In-Network benefits are payable only when we determine
the care is clinically appropriate o treat your condition and only
when you receive the eare as pan of a treatment plan that we

approve,
* Qutpatien professional services, including individual or group $20 copaymemt per oftice visit (No
therapy by providers such as psychiatrists, psychologists, or deductible)

clinical social workers
* Qutpatient medication management

= Qutpatient dingnostic tests 15% of the Plan allowance

In-Network benefits — Continued on next puge.
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In-Network benefits — Continued .~ "~ .+ Youpay

¢ Inpatient professional services, including individual or group therapy 15% of the Plan allowance
by praviders such as psychiatnsts, psychologists, or clinical social
workers '

¢ Inpatient services providcd by a hospital or other facility I Nothing (No deductible)

¢ Services in approved alternative care settings such as partial hospital-
ization, half-way house, residential treatment, full-day hospitalization,
faeility based intensive outpatient treatment :

Not covered: o All charges

* Services we have not approved
¢ Treatmenr Jor learning disabilities and mental retardation
s Treatmeni for marital discord

Note: Exclusions that apply 1o other benefits apply to these mentd] health
and substance abuse benefits, unless the services are ineluded in a
treatment plan that we approve.

Note: OPM will base its review of disputes about treatment plans on the
treatment plan’s clinical appropriateness. OPM will generaily not order
us 10 pay or provide one clinically appropriate treatment plan in favor of
another.

Preauthorization To be eligible 1o receive these enhanced mental health and substance abuse
' benefits you must {ollow your treatment plan and the following network
authorization process:

United Behavioral Health provides our mental health and substance abusc
benefits, Call 877/468-1016 to locate network clinicians who can best
meel your needs, and to receivc authorization to see a provider. You and
your pravider will receive written confirmation of the authorization from

United Behavioral Health for the initial and any ongoing authorizations.

Special transitional benefit If a mental health or substance abuse professional provider is treating you
under our plan as of January 1, 2001, you will be eligible for continued
coverage with your provider for up to 90 days under the following conditions;

¢ If your mental health or substance abuse professional provider with whom
you are currently in treaiment leaves the plan at our rcquest for other than
cause, or

¢ [f changes to this plan’s benefit structure for 2001 cause your out-of-pocket
costs for your out-of-network provider to be greater than they were in ycar
! 2000.

If these conditions apply to you, we will allow you reasonable timc 1o transfer
your care to a network mental health or substznce abuse professional provider.
During the ransitional period, you may continue to see your treating provider

-and will not pay any more out-of-pocket than you did in the ycar 2000 for
services. This transitional period will begin with our notice to you of the
change in coverage and will end 90 days afier you receive our notice. 1f we
write to you before October 1, 2000, the 90-day period ends before January |
and this rmansitional benefit does not apply.

Network limitation If you do not oblain and follow an approvcd treatment plan, we will only provide Out-of-
Network bencfits.
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Out-of-Network Benefits

Here are some important things to keep In mind about these beneflts:

* Please remember that all bencfuis are subject to the definitions, limitations, and exclusions
in this brochure and are payable only when we determine they are medically necessary.

¢ The calendar year deduetibte for inpatient and outpatient professional services is 3300
per person. The ealendar year deductible applies 10 almost all benefits in this Section,
We say “No deductible™ to show when the calendar year deductible does not apply.

¢ The calendar year deductible in a treatment facility is $300 per person.

—~ZPEBOTE~

* Be sure to read Scction 4. Your costs for covered services for valuable information
about cost sharing, with special sections for members who are age 65 or older. Also
read Section 9. Coordinaring benefiis with other coverage.

¢ YOU MUST GET PRECERTIFICATION FOR HOSPITAL STAYS; FAILURE “"I
TO DO SO WILL RESULT IN A $500 PENALTY. Please refer to the precertifica- "
tion information shown in Section 3 to be sure which services require precertification.
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Out-of-Network heneﬂts CoE L -

H

Inpaticnt and outpaticnt professional services of providers, such as
psychiatrists. psychologists, clinical soeial workcrs, or community
mcntal health organizations;

Up 1o 30 visits per calendar year for diagnostic tests; office,
outparient, and hospitat visits

$£300 mental conditions/substance abuse
calendar year deductible, then 50% of the
Plan allowance and the difference, if any,
between our allowance and the billed
amount; all charges after 30 visits

Up 1o 50 days per catendar year for inpalicnt hospital charges:

¢ Ward or semiprivate accommodations
= All other charges

$500 copayment per ndmission plus 50%
of the Plan allowance (No deductible),
all charges after 50 days

Up to 30 days per lifetime for services in a treatment facility for
rehabilitative substance abuse care:

¢ Ward or semiprivale accommodations
* All other charges

$300 treatment facility calendar year
deductible, then 50% of the Plan allow-
ance; all charges afier 30 days

Nor covered:

Services by pastoral, marital, drug/alcohol, and other counselors
Treatment for lcarning disabilities and mental retardation
Treatment for martial discord

Services rendcred or billed by schools, residential treatment
cenicers or halfway houses or members of their staffs

Note: Exclusions that apply to other benefits apply to these mental
health and substancc abusc bencfits, unless the services are
included in a trcatment plan that we approve.

All charges

Lifetime maximum Out-of-Network inpaticnt carc for the trcatment of alcoholism and drug abuse is limited to a

30-day lifetime benefit.

Precertification

The medical necessity of your admission to a hospital or other covered facility must be

precentified for you to reccive these Qut-of-Network benefits. Emergency admissions must be
reported within two business days following the day ol admission even il you have been dis-

charged. Otherwisc, the benefits payable will be reduced by $500. Sce Section 3 for details.

See these sections of the brochure for more valuable information about these benefits:

= Section 4. Your cost for covered services, and your oul-of-pockel maximum for coinsurance.
* Section 7. Filing a claim for covered services, for information about submitiing Out-of-Network claims,
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Section 5 (f). Prescription drug benefits

Here are some important things to keep in mind about these beneflis:

* We cover prescribed medications and supplies as described in the chart beginning on
the next page.
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* All benefits arc subjeet to the definitions, limitations, and exelusions in this brochure
and are payable only when we determing they are medically neeessary.

The calendar ycar drug deduetible of $25 per person or $50 per family applies only to
non-network benefits. We say “No deductible” to show when the calendar year drug
deductible does not apply.

« Some drugs require prior authorization. Call the Ptan at 800/433-NALC for information..
¢ Maximum dosage dispensed may be limited by protocols established by the Plan.
* When we say “Medicare” in this section we mean you have Medicare Part B and it is primary.

HZ> PO E
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» Be sure o read Section 4. Your costs for covered services for valuable information about
«os! sharing, with special sections for members who are age 65 or older. Also read
Section 9. Coordinaring benefits with other coverage.

& Who can write your prescription. A licensed physician must writc the prescription,

¢ Where you can obtaln them. You may fill the prescription at a network pharmacy, a non-network phar-
macy, or by mail. We pay a higher level of benefits when you use a network pharmacy.

* Network pharmacy — Present your Plan identiftcation card at an NALC CareSelect Network pharmacy to
purchase preseription drugs. Call 800/933-NALC to locatc the nearest nerwork pharmacy.

« Non-network pbarmacy - Y ou may purchase prescriptions at pharmacies that are not part of our network.
You pay full cost and must file a claim for reimburscment. See When you hove to file a claim,

» Mall order - Complete the NALC mail order form/patient profile with your first order. Send this form,
along with your prescription(s) and payment, in the preaddressed envelope to:

NALC Prescription Drug Program
P.O. Box 380
Lincolnshire, IL 60069-0380

* We use an open formulary. If your physician believes a name brand product is necessary, or there is no generic
available, your physician may prescribe a name brand drug from our formulary list. These preferred name brand
drugs are selected to meet patient needs at lower cost. To order the Formulary pamphlet, call 800/933-NALC,

* These are the dispensing limitattons.

® Network retail pharmacy - You may obtain up to a 30-day supply plus one refill for each prescription. No
deductible applics. After one refill, you must oblain a new prescription and submit it to the mail order
program. Failure to do so results in benefus payable at the non-network retail pharmacy benefit level
(which includes a deduciible), and you will need to file a claim for reimbursement.

s Non-network retail pharmacy — Y ou may obtain up to a 30-day supply and unlimited refilts for cach
prescription.  You will necd to file a claim for reimbursenent,

* Mail order — You may order up to a 60-day or 90-day (2 |-day minimum}) supply of medication for cach
prescription or refill, No deductible applies. You cannot obilain a refill until 75% of the drug hus been
used. Medications dispensed through the mail order program are subject 1o the following standards: the
professional judgment of the pharmacist, limitations imposed on conrrolted substances, manufacturer’s
recommendations, and applicable state law,

When you have to flle a elaim. [f you purchase prescriptions at a non-nerwork pharmacy, or are unable to use
your card at an NALC CareSelect Nerwork pharmacy, complete the Shornt-Term claim form. Mail it with your
prescription receipts to the NALC Prescription Drug Program. Rcceipts must include the prescription number,
name of drug, prescribing doctor's name, date, charge, and name of drugstore.

When you have other prescription drug coverage, and the other carrier is primary, use that carrier’s drug benefit
first. After the primary carrier has processed the claim, complete the Short-Term claim form, attach the drug
receipls and other carrier's payment cxplanation and mail to the NALC Prescription Drug Program.

NALC Prescription Drug Program
P.O. Box 686005
San Antonio, TX 78268-6005

NOTE: If you have questions about the Program, wish to locate an NALC CareSelect Nerwork retail pharmacy,
or necd additional claim forms call 800/933-NALC (8:30 a.m. — 10:00 p.m., Monday thru Friday; 9:00 u.m. thru
1:00 p.m., Saturday, Eastern time).

Prescription drug benefits begin on next page.
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Covered medications and supplies

s,

Each new enroliee receives a deseription of our prescription drug | Retail:
program, a cornbined prescription drug/Plan identifieation card, a mail o Network Retail: 25% of cost (No
order form/patient profile and a preaddressed repty envelope. You . deductible) th &30 O

may purchase the following medications and supplies froma .
pharmacy or by mail: : & Network Retail Medicare: 15% of

cost (No deductible)

¢ Drugs and medicines (including those administered during a ' i
® Non-Network Retail: 40% of Plan

non-covered admission or in a non-covered facility) that by

Federal law of the United States require a physician’s prescrip- _ allowance
tion for their purchase, except as shown in Nof covered ® Non-Network Retail Medicare:;
* Insulin 4074 ol Plan allowance (No
» Needles and syringes for the administration of covered medica- deductible)
tions .
» Contraceptive drugs and devices Mail Order:
® Drugs for sexual dysfunction (only when the dysfunction is * 50-day supply: $8 generic/817
eaused by medically doeumented organie disease and prior name hrand (No deduetible)
authorization has been given) o 90.day supply: $12 generie/$25
name brand (No deductible)
Here are some things to keep in mind about our prescription drug Mail Order Medieare:
program:
] i ) ) . ® 60-day supply: $5 generic/$13
* A Federally-approved generie equivalent will be dispensed if it name brand (No deductible)
is available, unless your physician indicates “dispense as
written.” * 90-day supply: $7.50 generic/

® If you receive a name hrand drug when a Federally-approved
generic drug is available, and your physieian has not specified
“dispense as written” for thc name brand drug, you have 1o pay
the difference in cost between the name brand drug and the
generic.

$19.50 name brand (No deductible)

Note: 1 there is no generic equivalent
available, you will have 10 pay the name
brand copay.

Not covered: All Charges

* Drugs and supplies when prescribed for cosmetic purposcs

s Vitamins, nutrients and food supplements, even when a physi-
cian prescribes ar administers them

s Over-the-counter medicines and supplies
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Section 5 (g). Special features

‘Special features

e Description

Flexible benefits option

Under the flexible benefits option, we determine the most effective
way lo provide services.

» We may identify medieally appropriatc alternatives to traditional
care and coordinate other benefits as o less cosily alicrmative
benefi, .

* Alternative benefits are subject to our ongoing review.,

¢ By approving an alternarive benefit, we cannot guaraniee you will
get il in the future.

® The decision to offer an aliernative benefit is solcly ours, and we
may withdraw it al any time and resume regular contract benefits.

® QOur decision to offer or withdraw aliemative benefits is not subject
to OPM review under the disputed claims process. '

24-hour nurse line

You may call a registered nursc at 800/622-6252, 24 hours a day, 7
days a week, to discuss your health concems and treatment options.

24-hour help line for
mental health and
substance abuse

You may call 877/468-1016, 24 hours a day, 7 days a week, 10 access
in-person support for a wide range of concems, including depression,
ealing disorders, coping with grief and loss, alcohol or drug depen-
dency, physical abuse and managing stress.

Services for deaf and
hearing impaired

TDD lines are available for the following:

CAREMARK: 800/238.1217
(preseription benefit information)

First Health; 800/259-8179
(PPO locator, 24-hour nurse line, medical inpatient hospital
precertification, NTP)

United Behavioral Health: 800/842-2479
(mental health and substanee abuse information)

Centers of excellence for
transplants/heart surgery

The Plan participates in the First Health National Transplant
Program {NTP) that includes more than 25 centers of excellence,
Call 800/622-6252 for information,

Disease management
programs

These prograrms offer a considerable amount of personalized attention
from clinictans and program educators. Nurse educators are availablc
to discuss lifestyle changes, therapeutic outcomes, and other heaith
related matters to assist paticnts in dealing with their expericnccs,
Suppont is available for paticnts with Multiple Sclcrosis, Growth
Hormone Deficiency, Hemophilia, Hepatitis, Diabetes, and other
diseases. You may be coniacted about one of these programs.

Discounts for durable
medical equipment (DME)

We have atranged with a health care provider to rent or sell durablc
medical equipment at discounted rates. Call us at 80)0/433-NALC.

Worldwide coverage

We cover the medical care you receive outside the United States
subjeet to the terms and conditions of this brochure. See Section 7.
Overseas claims.

NALC Health Benefit Plan 2001

34 Scction S{g)



Section S (h). Dental benefits

We have no dental benefits.
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Section S (i). Non-FEHB benefits available to Plan members

The benefits described on this page are not part of the FEHB contract or premium, and you cannot file a FEHB
disputed claim about them. Fees you pay for these services do not count toward FEHB plan deductibles or out-of-
pocket maximums.

The following non-FEHB Program benefit is available only to lecter carrters who are members in good standlng
with the National Association of Letter Carriers, their spouses, children and refired NALC members.

Hospital Plus (hospltal Indemnity)

Hospital Plus is a hospital indemnity policy available for purchase from the U.S, Letter Carriers Mutual Benefit
Association.

Hospital Plus means money in your pockel when you are hospitalized, from the first day of your siay up 1o one
full year. These bencfits arc not subject to federal income tax.

Hospital Plus allows you to choose the amount of coverage you need. You may elect to receive up to $2,250 a
month, $75 a day or up to $1,500 a month, $50 a day or up to $900 a month with the $30 a day plan. Members
and their spouses may select these plans. Children’s coverages are limited to either $45 a day, $30 aday or$18 a
day plans. '

Use your benelits to pay for travel to and from the hospital, childcare, medical costs not covered by health
insurance, legal fees, or any other costs.

This plan is available to all qualified members regardless of their age. Hospital Plus is rencwable for lifezyou
may keep your policy for as long as you like, regardless of bencfits you have received or futurc health conditions.

For more information, please call the United States Letier Carriers Mutual Benefit Association at 202/638-4318
Monday through Friday or 800/424-5184 Tuesdays and Thursdays, 8:00 a.m. - 3:30 p.m. EST.

Benefits on this page are not part of the FEHB contract.
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Section 6. General exclusions — things we don’t cover

The exclusions in this section apply to all benefits. Although we may list a specific service as a benefit, we will not
cover It unless we determine it is medically necessary to prevent, diagnose, or treat your fllness, disease, injury,
or condition,

Wec do not cover the following:
¢ Services, drugs, or supplies you receive whilc you are not enrolied in this Plan;
s Services, drugs, or supplies that arc not medically necessary;

» Services, drugs, or suppiies nol required according to accepted standards of medieal, dental, or psychiatric praclice
in (the Unitcd Statcs;

¢ Experimental or investigational procedures, treatments, drugs, or devices;

* Services, drugs, or supplies related to abortions, except when the life of the mother would be endangered if the fetus
were carried to term, or when the pregnancy is the result of an act of rape or incest;

* Services, drugs, or supplies related to sex transformations, sexual inadequacy, or sexual dysfunction {except with
prior authorization};

» Services, drugs, or supplies you receive from a provider or facility barred from the FEHB Program;
s Charges that would not be made if a covered individual had no health insurance;

s Services fumnished without charge (except as described in Section 9. Coordinating benefits with other coverage),
while on active military service; or required for illness or injury sustained on or after the effective date of enroll-
ment (1) as a result of an act of war within the United States, its territories, or possessions or (2) during combat;

* Services fumished by a household member or immediate relative such as spouse, parent, child, brother or sister by
blood, marriage, or adoption;

* Charges billed by n noncovered facility or provider, except medically necessary prescription drugs;

& (harges for which you or the Plan have no legal obligation to pay, such as siate premijum taxes or surcharges;
» Charges for interest, completion of claim forms, missed or canceled appointments, and/or administrative fees;
» Nonmedical soeial services or recreational therapy;

. ‘Tcsling for mental aptitude or scholastic ability;

¢ Therapy for developmental delays, leaming disabilities, stuttering, tongue thrusting, or deviate swallowing;

* Transportation (othcr‘than professional ambulance services or travel under the National Transplant Program);

¢ Dental services and supplics (except those oral surgical procedures listed in Section 5 (b). Oral and maxillofacial
surgery),

® Services for and/or related 1o procedures not listed as covered;
* Charges in excess of the Plan allowance; or

¢ Treatment for cosmetic purposes and/or related expenses.
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Section 7. Filing a claim for covered services

How to claim benefits To obtain claim forms, claims filing advice, or answers about our benefits,
- eontact us at 703/729-4677 or 888/636-NALC (6252),

In most cases, providers and facilities file claims for you, Your physician
must file on the form HCFA-1500, Health Insurance Claim Form. Your
facility will file on the UB-92 form. For claims questions and assistance,
caH us at 703/729-4677 or 888/636-NALC (6252). Send claims to:

NALC Health Benefit Plan
20547 Waverly Court
Ashbum, YA 20149

If you are using In-Network benefits for mental health and substance abuse
treatment, you will not have to submit a claim yourself. United Behavioral
Health's network providers are responsible for filing. However, if you are
receiving care from an Qut-of-Network provider, you must file the claim
yourself. Send your claim to:

United Behavioral Health
P.O. Box 23250
Qakland, CA 94623-0250

Questions? 877/468-1016

When you must file a claim — such as for overseas claims, when another
group health plan is primary, or you are seeing an Out-of-Network provider
— submit it on the HCFA-1500 or a claim form that includes the informa-
tion shown below. Bills and receipts must be itemized and show:

Patient’s name and relationship to enrollee;

Enrollee identification number;

Name and address of person or facility providing the service or supply;
Signature of physician or supplier including degrees or credentials of
individual providing the service;

Dates that services or supplies were furnished;

Diagnosis {ICD-9 Code),

Type of each service or supply (CPT/HCPCS Code); and

Charge for each service or supply.

Note: Canceled checks, cash register receipts, or balance due siatements
are not acceplable substitutes for itemized bills.

In addition;

* You must scnd a copy of the explanation of benefils from any primary
payer (such as thc Medicare Summary Notice (MSN)) with your claim.

¢ Bills for home health services must show that the nursc is a rcgistcred
nurse (R.N.), licensed practical nurse (L.P.N.}, or licensed vocational
nurse (L.V.N.).

¢ Claims for rental or purchase of durable medical equipment; private
nursing care; and physical, occupational, and speech therapy require a |
written statement from the physician specifying the medical necessity
for the service or supply and the length of time necded.

¢ Claims for prescription drugs and supplies purchased without your card |
or those that arc not purchased through a CareSelect Network phamacy
or the Mail Service Prescriptioo Drug Program must include receipts
that show the prescription number, name of drug or suppty, prescribing
physician’s name, date, charge, and name of drugstore.

After completing a claim form and antaching proper documentation, send
all claims except preseription drug claims to: NALC Health Benefit Plan,
20547 Waverly Court, Ashbum, YA 20149-0001.
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Records . Keep a separate record of the medical expenses of each covered family
member as deductibles and maximum allowances apply scparately 1o each
person. Save copies of all medical bills, including those you accumulate to
sanisfy a deductible. In most instances they will serve as evidence of your
cloim. We will not provide duplicate or year-end statements.

Deadline for filing your claim . Send us all of the documents for your claim as soon as possible. You must
submit the claim within two years from the date the expense was incurmed,
unless timely filing was prevented by administrative operations of Govern-
ment ot legal incapacity, provided the claim was submitted as soon as
reasonably possible. Once we pay benefits, therc is a three-ycar limitation
on the reissuance of uncashed checks.

Overseas clpims Claims for overseas (forcign) services must include an English translation,
Charges must be converted to U.S. dollars using the exchange rate appli-
cable at the time the expense was incurred.

When we need more Please reply promptly when we ask for additional information. We may
information delay processing or deny your claim if you do not respond.

The Plan, its medical slafl and/or an independent medical review deter-
mines whether services, supplies and charges meet the coverage require-
ments of the Plan {subject to the disputed claims procedure described in
Section 8. The disputed claims process). We are entitled to oblain medical
or other information — including an independent medical examination —
that we feel is necessary to determine whether a service or supply is
covered,
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Section 8. The disputed claims process

Follow this Federal Employees Health Benefits Program disputed claims process if you disagree with our decision on
your claim or requcst for scrvices, drugs, or supplies — including a request for preauthorization/prior approval.

Step ' Description o \‘,'_ I ) ‘

1

Ask us in writing to reconsider our initial decision. You must:

® Wrile to us within 6 months from the date of our decision;

® Send your request 10 us ati: NALC Health Benefit Plan, 20547 Waverly Court, Ashburn, VA 20149;

* Include a statement about why you believe our initial decision was wrong, based on specific benefit provi-
sions in this brochure; and

¢ Include copies of documents that support your claim, such as physicians’ letters, operative reports, bills,
medical records, and explanation of benefits forms.

We have 30 days from the datc we receive your request to:

s Pay the claim {or, if applicable, arrange for the health care provider to give you the care);

* Write to you and maintain our denial — go to step 4: or '

* Ask you or your provider for more information, [f we ask your provider, we will send you a copy of our
request — go to step 3.

You or your provider must send the information so that we receive it within 60 days of our request. We will
then decide within 30 more days.

If we do not receive the information within 60 days, we will decide within 30 days of the date the information
was due. We will base our decision on the information we alrcady have.

We will write 1o you with our decision.

If you do not agree with our decision, you may ask OPM to review it.
You must write to OPM within: '

* 90 days afier the date of our letter upholding our initial decision; or
* 120 days afier you first wrote to us — if we did not answer that request in some way within 30 days; or
» 120 days afier we asked for additional information.

Write to OPM at: Office of Personncl Management, OfTice of Insurance Programs, Contracts Division I, P.O.
Box 436,Washington, D.C. 20044-0436.

Send OPM the following information:

s A stateinent about why you believe our decision was wrong, based on specific benefit provisions in this
brochure;

* Copies of documents that support your claim, such as physicians” letters, operative reports, bills, medical
records, and explanation of benefits forms;

* Copies of all lctiers you sent to us abouwt the claim;

= (opies of all letlers we sent to you about the claim; and

* Your daytime phone number and the best time to call.

Note: 1f you want OPM (o review difTerent claims, you must clearly identify which documents apply to which
claim.

Noie: You arc the only person who has a nght to file a disputed claim with OPM. Parties octing ns your
representative, such os medical providers, must provide a copy of your specific written consent with the review
request.

Note: The above deadlines may be extended if you show that you were unable to meet the deadline because of
reasons beyond your control.
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5 OPM will review your disputed claim request and will use the information it collects from you and us to decide

whether our decision is correct. OPM will send you a final decision within 60 days. There are no other
asdministrative appeals.

6 If you do not agree with OPM's decision, your only recourse is to sue. If you decide to sue, you must file the
suit against OPM in Federal court by December 31 of the third year after the year in which you reccived the
disputed services, drugs, or supplies. This is the only deadline that may not be extended.

OPM may disclose the information it collects during the revicw process 1o support their disputed claim
decision. This information will become part of the court record.

You may not suc until you have completed the disputed elaims proeess. Further, Federal law govéms your
lawsuit, bencfits, and payment of benefits. The Federal court will base its review on the record that was before
OPM when OPM deeided 1o uphold or overturn our decision. You may recover only the amount of benefits in
dispute.

NOTE: If you have a serlous or life threatening condltlon (one that may cause permanent loss of bodily functions
or death if not treated as soon as possible}, and

* We haven't responded to your initial request for care or preauthorization/prior approval, then call us at
703/729-4677 or 888/636-NALC (6252) and we will expedite our review; or

* We denied your initial request for care or preauthorization/prior approval, then:

»» |f we expedite our review and maintain our denial, we will inform OPM so that they 100 ean expedite your
request, or

*#» You can call OPM’s Health Benefits Contracts Division IT at 202/606-3818 between 8 a.m. and 5 p.m.
Eastern Time.
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Section 9, Coordinating benefits with other coverage

When you have other
health coverage

s What is Medicare?

The Original Medicare Plan

NALC Health Benefir Plan 2001

You must tell us if you are covered or a family member is covered under
another group health plan or have automobile insurance thet pays health
care expenses without regard to fault. This is called “double coverage.”

When you have double coverage, one plan normally pays its benefits in full as
the primery payer and the other plan pays a reduced benefit as the secondary
payer. Like other insurers, we determine which coverage is primary accord-
ing to thc National Association of Insurance Commissioners’ guidelines,

When we are the primary payer, we will pay the benefits described in this
brochure. -

When we are the secondary payer, we usually pay what is left after the
primary plan pays, up to our regular benefit. We will not pay more than
our allowance.

Medicare is a Health Insurance Program for;

® People 65 years of age and older,

s Some people with disabilitics, under 65 years of age.

* People with end-stage renal disease (permanent kidney failure requiring
dialysis or a transplant).

Medicare has two parts:

s Part A (Hospital Insurance). Most people do not have to pay for Part A.
s Part B (Medical Insurance). Most people pay monthly for Part B,

If you are eligiblc for Medicare, you may have choices in how you get your
health care. The most common ways are Original Medicare Plan and
Medicare managed care plans. Medicare + Choice is thc term used to
describe the various managed care plans available to Medicare beneficia-
ries. The information in the next few pages shows how we coordinate
benefits with Medicare, depending on the type of Medicare plan you have.

The Original Medicare Plan is available everywhere in the United States. 1t
is the way most people get their Medicare Part A and Part B bencfits. You
may go to any doetor, specialist, or hospital that accepts Medicare, Medi-
carc pays its share and you pay your share, Some things are not covered
under Original Medicare, like preseription drugs.

When you are enrolled in this Plan and QOriginal Medicare, you need to
follow the rules in this brochure for us to cover your care.

Claims process — If Medicare is primary, you probably will never have to
file a claim form,

* When we are the primary payer, wc process the claim first,

* ‘When Original Medicare is the primary payer, Medicare processes your
claim first. In most cases, your claims will be coordinated automatically
and we will pay the balance of covered charges. You will not need to do
anything. To find out if you need to do something about filing your
clairus, eall us a1 703/729-4677 or 888/636-NALC (6252).

We walve some costs when you have Medicare — When Medicare is the
primary paycr, we woive most copayments, deductibles, and coinsurance as
follows:

» I you have Medicare Pan A as primary payer, we waive;
»» The copayment for a hospital admission,
#« The coinsurance for a hospital admission.

» f you have Medicare Part B as primary payer, we waive:
oe The copayment for an office or outpatient visit.
# The calcndar year deductibles.
#¢ All coinsurance, except for inpatient hospital expenscs and
prescription drugs.

Note: [f you have Medicarc Part B as primary payer, we will not waive the-
copayments for mail order drugs, or the eoinsurance for retail prescription drugs.
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The following chart illustrates whether Original Medicare or this Plan should be the primary payer for you according to
your employment status and other factors determined by Medicare. It is critical that you tell us if you or a covered family
member has Medicare coverage so we can administer these requirements correctly.

- - . L. t .oh 4 R . .
- angry-nggr Chart’ @ - R ' .
. L g l' I I ‘1 Then the primary payer Is... !
A. When elther you — or your covered spouse — arc age 65 or older and - — )
s . Co | mOriginal” e Plan
o 1 SRR - . :Medicare
1} Arean aclive employee with the Federal government (including when you or 7
a family member are eligible (or Medicare solely because of a disability),
2} Are an annuitant, e
3) Are a reemployed annuitani with the Federal government when... /
a) The position is excluded from FEHB, or
b) The position is not excluded rom FEHB
v/

Ask your employing office which of these applies to you.

4) Are a Federal judge who retired under Title 28, 1).S.C., or a Tax Court
judge who retired under Section 7447 of Title 26, U.S.C. (or if your v/
covered spouse is this type of judge),

v/ v/
5) Arcenrolled in Part B only, regardiess of your employment status, (for Pan B {for other
services) services)
6) Are a former Federal employee receiving Workers' Compensation and the v

{excepl for claims
related to Workers'
Compensaltion.)

Office of Workers® Compensation Programs has determined that you are
unable to retum to duty,

P
B. When ynu — or a covered family member T hnve Medlcarc a.sed Ilm ey IJ;\ o L .
end stage renal diseane (ESRD) arld W T Ty RIS I BRI
1) Arc within the first 30 months of eligibility to receive Part A benefits 7
solely becausc of ESRD,
2) Have completed the 30-month ESRD coordination period and are still /
eligible for Medicare due to ESRD,
3) Become eligible for Medicare due to ESRD after Medicare became v
primary for you under another provision,
C. When you or a covered famlly membér bave FEHB and.... '»L e o i
. - i - ' Con R
1) Are eligible for Medicare based on disability, and
a) Are an annuitant, or /
b) Are an active employee s
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Medicare managed care plan

® Private Contract

* Enrollment in
Medicare Part B

TRICARE

Workers’ Compensation

Medicaid

NALC Healrh Benefit Plan 200}

If you are eligible for Medicare, you may choose to enroll in and get your
Medicare benefits from a Mcdicare managed eare plan. These are health
eare choiecs (like HMOs) in some areas of the eountry. In most Medicare
managed care plans, you can only go 1o doctors, speeialists, or hospitals that
are part of the plan. Medicare managed care plans cover all Medicare Part A
and B benefits. Some cover extras, like prescription drugs. To learn more
about enrolling in a Medicare managed care plen, contact Medicare at 800/
MEDICARE (800/633-4227) or at www.medicare.gov. [fyou enroll ina
Medicare managed care plan, the following options are available to you:

This Plan and another Plan’s Medieare managed eare plan: You may
enroll in another plan’s Medicare managed care plan and also remain
enrolled in our FEHB plan, We will still provide benefits when your Medi-
care managed care plan is primary, even out of the managed care plan’s
network end/or service area. We waive coinsurance, deduetibles, and most
eopayments when you use a participating provider with your Medicare
managed care plan. If you reeeive services {rom providers that do not
participate in your Medicare managed care plan, we do not waive any
coinsurance, deductibles, or copayments.

Suspended FEHB coverage and a Medlcare managed care plan: If you
are an annuilani or former spouse, you can suspend your FEHB coverage 1o
enroll in a Medicare managed care plan, eliminating your FEHB premium.
(OPM does not contribute to your Medicare managed care ptan premium.)
For information on suspending your FEHB enroliment, eontact your retire-
ment offtce. If you later want to re-enroll in the FEHB Progrum, generally
you may do so only at the next Open Season unless you involuntarily lose
coverage or move out of the Mcdicare managed care plan’s service arca.

A physician may ask you to sign a private eontract agreeing that you can be
billed directly for service ordinarily covered by Original Medicare. Should
you sign an agreement, Medicare will not pay any portion of the charges, and
we will not increase our payment. We will still limit our payment 10 the
amount we would have paid afier Original Medicare.

Note: We cannot require you to enroll in Medicare. If you choose not to
enroll in Medicare Pan B, you can still be covered under the FEHB Program.

TRICARE is the health care program for cligible dependents of military
persons and retirees of the military. TRICARE includes the CHAMPUS
program. If both TRICARE and this Plan cover you, we pay first. See your
TRICARE Health Benefits Advisor if you have questions about TRICARE
coverage.

We do not cover services that:

* You need because of a workplace-related disease or injury that the Office
of Workers' Compensation Programs (OWCP) or a similar Federal or
State agency determines they must provide; or

¢ OWCP or a similar agency pays for through a third party injury sertle-
ment or other similar procecding that is based on a claim you filed under
OWCP or similar laws.

Once OWCP or a similar agency pays its maximurn benefits for your -
treatment, we will cover your benefits.

When you have this Plan and Medicaid, we pay first,
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When other Government agencies We do not cover services and supplies when a local, State,

are responsible for your care

When others are responsible
for injuries

NALC Health Benefit Plan 2001

or Federal Government ageney directly or indirectly pays for them.

Subrogation/Reimbursement guidelines. The Plan has a right

Lo recover payments made 1o you by a third party or third pany*s insurer
when the third panty caused your illness or injury. “Third party” means
another person or organization. Our right o reimbursement is timited to the
amount we have paid or will pay because of the illness or injury.

You must notify us promptly if you are seeking a reeovery from a third party
because of the act or omission of another person. Further, you must notify
us of any recovery you receive, whether in or out of court, and you must
reimburse us to the extent the Plan paid benefits.

We will pay benefits for your illness or injury provided you do not interfere
with our attempts 10 recover the amounts we have paid in benefits, and that
you assisl us in obtaining a recovery. If we have paid benefits and you
recover money [rom the third party, you must reimburse us for the benefits
we paid. If you do not seek damages from the third party, you must agree to
let us seek damages. We may require you to assign the proceeds of your
elaim or the right 1o take action against the third panty, and we may withhold
payment until the assignment is provided.

All payments from the third party must be used to reimburse the Plan for
benefits paid. Our share of the recovery is not reduced because you do not
receive the full amount of damages claimed, unless we agree in writing to a
reduction. Any reduction of our claim for payment of attorney’s fees or
costs related Lo the elatm is subjeet 10 prior approval by the Plan,
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Section 10. Definitions of terms we use in this brochure

Admission

Assignment
Calendar year

Congenital anomaly

Copayment
Coinsurance
Cosmetic surgery

Covered services
Custodial care

Deductible

Effective date

Experimental or
investigational services

NALC Health Benefit Plan 2001

The period from entry (-admission} into a hospilal or other eovered facility until dis-
charge. In counting days of inpatient eare, the date of entry and the date of discharge arc
counied as a single day.

Your authonzation for us to issue payment of benefits direcily 1o the provider. We
reserve the right to pay you direetly for all covered services.,

January | through December 31 of the same ycar. For new enrollces, the calendar year
begins on the effeetivc date of their enrollment and ends on Decemnber 31 of the samc year,

A eondition that existed at or from birth and is a significant deviation from the common
form or norm. For purposes of this Plan, congenital anomalies include protruding ear
deformities, cleft lips, eleft palates, birthmarks, webbed lingers or tocs, and other
conditions that the Carrier may determine to be congenital anomalies. In no cvent will
the 1erm eongenital anomaly inelude eonditions relating to tecth or intra-oral strueture
supporling the teeth.

A eopayment is a {ixed amount of money you pay when you reeeive covered serviecs.
See Section 4. Your costs for covered services.

Coinsurance is the percentage of our allowance that you must pay for your eare. See
Section 4.Your eosis for covered services.

Any operalive procedure or any portion of a procedure performed primarily lo improve
physical appearance and/ot treat a mental eondition through change in bodily form.

Services we provide benefits for, as deseribed in this brochure.

Treatment or serviees, regardless of who reeommends them or where they are provided.
that can safely and reasonably be rendcred by a person not medically skilled, or that arc
designcd mainly to help the paticnt with daily living activities, sueh as:

* Personal care such as help in: walking; getting in and out of bed; bathing; eating by
spoon, ube or gastrostomy; excreising: dressing;

Homemaking, such as preparing meals or special diets;

Moving the patient;

Acting as companion or sittcr;

Supervising self-administercd medieation; or

Treatment or serviees that any person may be ablce to perform with minimal instruc-
tion, such as recording tempcrature, pulsc, and respirations; or administration and
monitoring of feeding systems.

The Flan detcrmines whether scrvices arc custodial carc.

A deductible is a fixed amount of covered expenscs you must incur for certain covered
services and supplics before we start paying benelits for those services. See Section
4. Your costs for covered services. .

The effective date of bencfits described in this brochure is;

* January | for continuing enroliments and for all annuitant enrollments;

* The {irst day of the first full pay period of the new year for enrollees who change
plans or options or elect FEHB covcerage during the Open Season; or

* Determined by the cmploying ofTicc or retirement system for enrollments and
changes that arc not Open Scason actions.

A drug, device, or biologieal product is experimental or investigational if the drug,
device, or biological product cannot lawfully be markcted without approval of the 1.8,
Food and Drug Administration (FDA) and approval for marketing has not been given at
the time it is furnished. Approval means all forms of aceeptance by the FDA.

A medical tremiment or procedure, or a drug, device, or biological product is experimental or
investigational if 1) rcliable evidence shows that it is the subject of ongoing phase I, II, or III
elinical triais or under study to determinc its maximum tolerated dosc, its toxicity, its safety,
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its effieacy, or its efficacy as eompared with the slandard means of treatment or diagnosis; or
2) reliable evidence shows that the consensus of opinion among expens regarding the dnzg,
device, or biological produet or medical treatment or procedure is that funher studies or
clinical trials are necessary to determine its maximurm 1olerated dosc, its loxicity, its safety,
itg efficacy or its efficacy as compared with the standard means of reatment or diagnosis.

Qur Medical Dircctor reviews current medical resources to determine whether a service or
supply is experimental or investigational, We will seek an independent expent opinion if
necessary. Call us to obtain information about our determination process,

Group health coverage Coverage through employment (ineluding benefits through COBRA) or membership in
an organization that provides paymant for hospital, medieal, or other health care services
or supplies, or that pays more than $200 per day for each day of hospitalization.

Medical necessity Services, drugs, supplies, or equipmient provided by a hospital or covered provider of the
health care services that we determine:

* Are appropriate 10 diagnose or treat your condition, illness, or injury;

» Are consistent with slandards of good medicel practice in the United States;

*  Are not primarily for the persenal comfort or convenience of you, your family, or
your provider;

» Are not related to your scholastic education or vocational training; and

* 1In the case of inpatient eare, cannot be provided safely on an outpatient basis.

The faet that a covered provider has prescribed, recommcnded, or approved a service,
supply, drug, or equipment does not, in itself, make it medically necessary.

Mental health and Conditions and diseases listed in the most recent edition of the Intemational Classification

substance abuse of Diseases (ICD) as psychoses, neurotic disorders, or persenality disorders; other
nonpsychotic mental disorders listed in the ICD, to be determined by the Carrier; or
disorders listed in the ICD requiring trcatment for abuse of or dependence upon sub-
stances such as alcohol, narcetics, or hallucinogens.

Plan allowance Qur Plan aliowance is the amount we use to determine our payment and your coinsurance
for covered services. Fee-for-service plans determine their allowances in different ways.

Our Plan allowance is the negotited ratc when you use:

PPO providers;

Network mental health providers;
Network retail pharmacies; or
Our mail order pharmacy.

These providers accept the Plan allowance as their charge.

When you do not use onc of the above providers, our Plan allowance is based on the
prevailing charge made by other providers within the geographic arca in which the
service or supply is provided for illness or injury of comparable severity and naturc in
the absence of insurance. This allowance is determined from dala prepared by Ingenix,
Inc., including both the Prevailing Healthcare Charges System (PHCS) and Medical Duta
Research (MDR). Inpatient and outpaticnt surgical procedurc data is from PHCS. Data
for physician and other professional services and laboratory and X-ray procedures is
prepared by MDR. We pay claims based on the 90th percentile for both PHCS and
MDR. This data is updated rwice per year. For other categories of bencfits and for
cenain specific services within cach of the above categories, exceptions ta the gencral
method of determining the Plan allowance may exist.

For more information, see Section 4. Differences berween our allowance and the bill,

Pre-admission lesting  Routinc tests ordered by a doctor and usually required prior to surgery or hospital
inpatient admission that arc not diagnostic in nature,

Us/We Us and we refer to the NALC Hcalth Benefit Plan,

You You refers to the enrollee and each covered family member.
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Section 11. FEHB facts

Coverage information

¢ No pre-existing
condition limitation

¢ Where you can get
information about
enrolling in the
FEHB Program

e Types of coverage
avallable for you and
your family

® When beneflts and
premiums start

® Your medical and
clalms records are
confldential
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We will not refuse 1o cover the treatment of a condition thal you had before you
enrolled in this Plan solely because you had the condition before you enrolled.

Sce www.opm. gov/insure. Also, your employing or retirement offiee ean
answer your questions and give you a Guide (o Federal Employees Health

Benefir Plans, brochures for other plans. and other materials you need wo
make an informed decision about,

¢ When you may change your enrollment;

+ How you can cover your family members;

¢ What happens when you transfer to another Federal agency, go on leavce
withoul pay, enter military service, or retire;

¢ When your enrellment ends; and

® When the next Open Season for enrollment begins.

We don’t dcterminc who is eligible for coverage and, in most cascs, cannot
change your enroliment status without information from your employing or
retirement office.

Self Only coverage is for you alone. Self and Family eoverage is for you,
your spouse, and your unmarricd dependent children under age 22, including
any foster children or stepchildren for whom coverage is authorized. Under
certain circumstances, you may continue coverage for a disabled/incapable
of sell-support child age 22 or older.

If you have a Self Only enrollment, you may change to a Self and Family
enrollment if you marry, give birth, or add a child 1o your (amily. You may
change your enroliment 3] days before to 60 days afier that event. When

you changc to Self and Family because of the addition of a child, thc Self

and Family enrollment begins on the first day of the pay period in which the .
child is bom or beeomes an cligible family member. When you change 10
Self and Family because you marry, the change is effective on the first day

of the pay period that begins afler your employing office reecives your
enroliment form; benefits will not be available to your spouse until you marry.

Your employing or retirement office will not notify you when a family
member is no longer eligible to receive health benefits, nor will we. Pleasc icll
us immediately when you add or remove family members from your coverage
for any reason, including divoree or when your child under age 22 marries.

1f you or one of your family members is enrolled in one FEHB plan, that
person may not be enrolled in or covered as a family member by another

FEHB plan.

The benefits in this brochure are effective on January 1. 1f you are new to this
Plen, your coverage and premiums begin on the first day of your first pay period
that starts on or after Januery . Annuitants' premiums begin on January 1.

We keep your medical and claims information confidential. Only
the lollowing will have access Lo it:

® (PM, this Plan, and subcontractors when they administer this contraet;

® This Plan, and appropriate third panics, such as other insurance plans and
the Office of Workers' Compensation Programs (OWCP), when coordi-
nating benefit paymenis and subrogating claims;
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¢ When you retire

When you lose benefits
* When FEHB coverage ends

* Spouse equity
coverage

¢ Temporary Continuatlon
of Coverage (TCC)

How do [ enroll in TCC?
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¢ Law enforeement officials when investigating and/or prosecuting alleged
civil or criminal actions;

® OPM and the General Accounting Office when conducting audits;

® Individuals involved in bona fide medical research or education when
your identity is not disclosed;

® OPM, when reviewing a disputed claim or defending litigation about a claim; or

® Treating physicians or dispensing pharmacies, as part of the Plan’s
administration of the prescription drug program.

When you retire, you can usually stay in the FEHB Program. Generally, you
must have been enrolled in the FEHB Program for the last five years of your
Federal service. If you do not meet this requirement, you may be eligible for
other forms of eoverage, such as Temporary Continuation of Coverage (TCC).

You receive an additional 31 days of coverage, for no additional premium, when:

® Your enrollment ends, unless you cancel your enrollment, or
® You are a family member no longer eligible for coverage.

Y ou may be eligible for spouse cquity coverage or Temporary Continuation
of Coverage.

If you are divorced from a Federal employee or annuitant, you may not continue
to get benefits under your former spouse’s enrollment. But, you may be
eligible for your own FEHB coverage under the spouse equity law. 1f you
are recently divorced or are anticipating & divorce, contact your ex-spouse’s
employing or retirement office lo get RI 70-5, the Guide ro Federal Employ-
ees Health Benefits Plans for Temporary Continuation of Coverage and
Former Spouse Enrollees, or other information about your coverage choices.

If you leave Federal service, or if you lose coverage because you no longer
qualify as a family member, you may be eligible for Temporary Continua-
tion of Coverage (TCC). For example, you can receive TCC if you are not
able to continue your FEHB enrollmeni altcr you retire.

You may not elect TCC if you are fired from your Federal job due to gross
miseonduct.

Get the RI 79-27, which deseribes TCC, and the RI 70-5, the Guide ra
Federal Employees Health Benefits Plans for Temporary Continuarion of
Coverage and Former Spouse Enrollees, from your employing or retirement

office or from www.opm.gov/insure.

If you leave Federal service your employing office will notify you of your
right to enroll under TCC. You must enroll within 60 days of leaving, or
receiving this notice, whichever is later.

Children: You must notify your employing or retirement office within 60
days after your child is no longer an eligible family member. That office
will send you information about enrolling in TCC. You must enroll your
child within 60 days after he or she becomes eligible for TCC, or receives

this notice, whichever is later.

Former spouses: You or your fofmer spouse must notify your employing or
retirement office within 60 days of one of these qualifying events:

& Divorce
¢ Loss of spouse equity coverage within 36 months afier the divorce

continues on next page
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e (Converting to
Individual coverage

Getting a Certificate of
Group Health Plan Coverage

Inspector General Advisory

¢ Penaltics for Fraud
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Your employing or retirement office will then send your former spouse
information about cnrolling in TCC. Your former spouse must enroll within
60 days after the event, which qualifies them for coverage, or receiving the
information, whichever is later.

Note: Your child or former spouse loses TCC eligibility unless you or your
former spouse notifies your employing or retirement office within the 60-day
deadlinc.

You may convert o a non-FEHB individual policy if:

® Your coverage under TCC or the spouse equity law ends. If you canceled
your coverage or did not pay your premium, you cannol convert;

® You decided not to receive coverage under TCC or the spouse equity law; or

® You are not eligible for coverage under TCC or the spouse equity law.

If you leave Federal service, your employing office will notify you of your right
to convert. You must apply in writing to us within 31 days after you receive
this notice. However, if you are a family member who is losing coverage,
the employing or retirement office will not notify you. You must apply in
writing to us within 31 days after you arc no longer eligible for coverage.

Your benefits and rates will differ from those under the FEHB Program;
however, you will not have to answer questions about your health, and we
will not impose a waiting period or limil your coverage due to pre-existing
conditions.

If you leave the FEHB Program, we will give you a Certificate of Group Health
Plan Coverage that indicates how long you have been enrolled with us. You can
use this certificare when getting health insurance or other health care coverage.
Your new plan must reduce or eliminate waiting periods, limitations, or exclu-
sions for health-related conditions bascd on the information in the centificate, as
long as you enroll within 63 days of losing coverage under this Plan.

If you have been enrolled with us for less than |2 months, but were previ-
ously enrolled in other FEHB plans, you may also request a certificate from
those plans.

Stop health care fraud! Fraud increases the cost of hcalth care for every-
one. If you suspect that a physictan, pharmacy, or hospital has charged you
for services you did not receive, billed you wwice for the same service, or
misrepresented any informatien, do the following:

e Call the provider and ask for an explanation. There may be an error.

& [fthe provider does not resolve the matter, call us at 703/729-4677 or
BB8/636-NALC (6252) and explain the sitzation.

® [fwe do not resolve the issue, call THE HEALTH CARE FRAUD
HOTLINE—202/418-3300 or wrile 10;: The United Suates OfTice of
Personnel Management, OfTice of the Inspector General Fraud Hoiline,
1900 E Strect, NW, Room 6400, Washington, DT 20415,

Anyone who falsifies a claim to obtain FEHB Program benefits can be
prosecuted for frand. Also, the Inspector General may investigale anyone
who uses an [D card if they try to obtain services for a person who is not an
eligible family member, or are no longer cnrolled in the Plan and try to obtain
benefits. Your agency may also lake administrative action against you.
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Department of Defense/FEHB Demonstration Project

What is it? The Department of Defense/FEHB Demonstration Project allows some aetive and retired
uniformed service members and their dependents to enroll in the FEHB Program. The
demonstration will last for three years and began with the 1999 Open Seasen for the year
20Q0. Open Season enrollments will be effective January 1, 2001, DoD and OPM have set

N up some speeial proeedures o implement the Demonstration Projeet, noted betow. Other-
wise, the provisions described in this broehure apply.

Who is eligible DoD determines who is eligible to enroll in the FEHB Program. Generally, you may enroll if;

¢ You are an active or retired uniformed service member and are eligible for Medicare;

® You are a dependent of an aetive or retired uniformed serviee member and are eligible
for Medicare;

® You are a qualified former spouse of an active or retired uniformed serviee member and
you have not remarmied; or

® Youare a survivordependent of a deceased aetive or retired uniformed service member; and

® You live in one of the geographiec demonstration areas.

If you are eligible to enroll in & plan under the regular Federal Employees Health Benefits
Program, you are not eligible to enroll under the DoD/FEHBP Demonstration Projeet.

® New Orleans, LA
® Adair County, A area

Naval Hospital, Camp Pendleton, CA
Coffee County, GA area

The demonstration e Dover AFB, DE ® Commonwealth of Puerto Rico .
areas e Fort Knox,KY ® Greensboro/Winston Salem/High Point, NC
s Dallas, TX ® Humboldt County, CA area
[ ]
[ ]

When you can join  You may enroll under the FEHB/DoD Demonstration Project during the 2000 Open Season,
November 13, 2000, through Deeember 11, 2000. Your coverage will begin January |,
2001. DoD» has set-up an Information Processing Center (IPC) in lowa to providc you with
information about how to enroll. IPC staff will verify your eligibility and provide you with
FEHB Program information, plan brochures, enrollment instructions, and forms. The toll-
free phone number for the IPC is 877/DOD-FEHB (877/363-3342).

You may seleet eoverage for yourself (Self Only) or for you and your family (Self and
Family) during the 2000 and 200t open seasons. Your eoverage will begin January | of the
year following the Open Season during which you enrolled.

If you become eligible for the DoDYFEHB Demonstration Project outside of Open Season,
contaci the IPC to find out how to enroll and when your coverage will begin.

DoD has a web site devoted to the Demonstration Project. You can view information such
as their Marketmngencﬁcmry Education Plan, Frequently Asked Questions, demonstration
arey locations and zip code lists at www iricare.osd.mil/fehbp. You can also view informa-
tion about the demonstration project, including “The 2001 Guide to Federal Employces
Health Benefits Plans Panticipating in the DoDYFEHB Demonstration Project,” on the OPM

web site at www.opm gov.

TCC eligibility See Section 11. FEHB Facts; it cxplains temporary continualion of coverage (TCC). Under
this DoL/FEHB Demonstration Project the only individual eligible for TCC is one who
ceases (o be eligible as a “member of family”™ under your self and family enrollmens. This
oceurs when a child tumns 22, for example, or if you divorce and your spouse does not
qualify to enroll as an unremarried former spouse under Title 10, United Siatcs Code. For
these individuals, TCC begins the day after their enrolliment in the DoD/FEHB Demonstration
Project ends. TCC enrollment terminates after 36 months or the end of the Demonstration
Project, whichever oceurs first, You, your child, or another person must notify the IPC when a
family member loses eligibility for coverage under the DoD/FEHB Demonstration Project.

TCC is not available if you move out of a DoD/FEHB Demnonstration Project aren, you
cancel your coverage, or your coverage is terminated for any reason. TCC is not available
when the demonstration project ends,

Other features The 31-day extension of coverage and right 1o convert do not apply to the DoL/FEHB
Demonstration Project.
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Do not rely on this page; it is for your convenience and does not cxplain your benefit coverage.

Abortion 39
Accidental injury 29
Acupuncture 21
Allergy care 17
Altcrnative treatinent 21
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Ambulatory surgical center 28
Anesthesia 25
Auto insurance 44, 47
Biopsies 22
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Blood lead level screening 15
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Chemotherapy 17
Cholesterol tests 15
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Coinsurance 9, 48
Colorecial cancer screening 15
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Contraceptive devices
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Coordinating benefits with other
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Custodial care 48
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Definitions 48
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Diabetic supplies 20
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Dialysis 17
Disease management 36
Disputed claims process 42,43
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Durable medical
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Experimental or investigational 39, 48
Fumily planning 17
Fecal occult blood test 15
Flexible benefils option 36
Fool care 19
Fraud 52
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General exclusions 19

Genetic counseling 17

Government facilitics 10

Group health coverage 44, 49

Growth hormone 17

Hearing services 18

Home health services 20

Hospice care 28

Hospital 6,7, 26 - 29

Tdentification cards 6

Immunizations 15, 16

Infertility 17

Influenza vaccine 15

Inhospital physician care 14, 32, 33

Inpatient hospital 26, 27, 32, 33

Insulin 20, 35

Labomtory and pathological
services 15, 27, 28

Mail order prescription drugs 34, 35

Mammograms 15

Mastectomy 23

Maternity benefits 16

Medicaid 46

Medically necessary 49

Medically underserved areas (MUA) 6

Medicare 44 - 46

Medicare, 65 or older
without Medicare 1|

Mental health/substance abuse
benefits 31 - 33

MRIs (Magnetic Resonance
Imagings) 15

Newbomn care 14, 16

Non-FEHB benefits 18

Nurse

® Licensed practical nurse 20, 28

® Licensed vocational nurse 20

® Nurse anesthetist 6

® Nurse midwife 6

® Nurse practitioner 6

® Registered nurse 20

Nursery charges 16

Nursing school administered ¢linic 6

Obesity 14,22

Oceupational therapy |8

Ocular injury 18

Office visits 14, 31,33

Oral and maxillofacial surgery 24

Orthopedic devices 19

Ostomy and catheter supplies 20

Qut-of-pocket expenses 10

Outpatient facility care 28

Overpayments 10

Overseas claims 41
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Onygen 20, 27

Pap test 15

Patient Bill of Rights 4

Physical therapy 18

Plan allowance 9, 10, 49

Pneumococcal vaccine L5

Pre-admission testing 27, 49

Preauthorization 31, 32

Precertification 7

Preferred Provider Organization
(PPO) 4,9, 10

Preseription drugs 34, 35

Preventive care, adult 15

Preventive care, children 16

Prior authorization 8

Prostate caneer screening 15

Prosthetic devices 19

Psychiatrist 31

Psychologist 6, 31

Radiation therapy 17

Rehabilitative therapies 18

Renal diatysis 17

Room and board 26

Second surgical opinion 14

Sigmoidoscopy, screening 15

Skilled nursing care facility 28

Smoking cessation 21

Social worker 6, 31

Speech therapy 18

Sterilization procedures 23

Subrogation 47

Substance abuse 31- 33

Surgery 22-25

® Anesthesia 25

Assistant surgeon 23

Cosmetic 24, 19, 48

Multiple procedures 23

Oral 23,24

Outpatient 28

® Reconstruetive 23

Syringes 20

Temporary continuation of covcrage
(TCC) 53

Transitional carec 7

Transplants 24, 25

TRICARE 46

Treatment therapies |7

Vision services (8

Well child care 16

Wheelchairs 20

Workers’ compensation 46

X-rays 15,27, 28
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Summary of benefits for the NALC Health Benefit Plan - 2001

* Do not rely on this chart alone. All benefits are subject to the definitions, limitations, and exclusions in this bro-
chure. On this page we summarize specific expenses we cover; for more detail, look inside.

» [f'you want to enroll or change your enroliment in this Plan, be sure to put the correct enroliment code from the cover

on your enrollment formn.

» Below, an esterisk {*) means the item is subject to the $250 PPO or $300 Non-PPQ calendar year deductible. And,

after we pay, you
physician or other health care professional.

enerally pay any difference berween our allowance and the billed amount il you use a Non-PPQ

Benefits You Pay Page
Medical services provided by physicians: PPO: $20 copayment per office visit; $5 copayment per allergy 14
e Di ic and Ireat . injection; $5 - $25 copayment per routine screening service; other
1agnostic and treatment services nonsurgical services, 15%* of our allowance
provided in the offiee ........................
Non-PPO: 30%* of our allowance
Services provided by o hospital: PPO: Nothing 26
- . 1 i 0,
T Non-PPO: $100 copayment per admission, 20% of charges
« 0 ent ' PPO: 15%* of our allowance 27
UIPALIENL oovvvccinnnscs e | NonoPPO: 30%® of our allowance
Emergency benefits: Within 72 hours: Nothing for nonsurgical outpatien! care 29
o Accidental ini After 72 hours: PPQ: 15%* of our allowance
ccidental injury ... Non-PPO: 30%"* of our allowance |
® Medical emergency .........ooeviieeenee Regular benefits 10
Mental health and substance abusc treatrment | In-Network: Regular cost sharing 31
Out-of-Network: Benefils are limited 33
Prescription drugs .......cocoeeinccininneene.. | Network Retail: 25% of cost 34
Network Retail Medicare: 15% of cost
Non-Network Retail: $25 deductible, 40% of our allowance
Non-Network Retail Medicare: 40% of our allowance
Mail Order; 60-day supply, 38 generic/$17 name brand
Mail Order: 90-day supply, $12 generic/$25 name brand
Mail Order Medicare: 60-day supply, 35 generic/$13 name brand
Mail Order Medicare; 30-day supply, $7.50 generic/$19.50 name brand
Dental Care .............covvericmieninnienienee No benefut 7
Special leatures; 36
® Flexible benefits option ¢ Discase management programs
® 24-hour nurse line ¢ Discounts for durable medical equipment (DME)
® Services for deaf and hearing impaired e Worldwide coverage
¢ Centers of excellence for transplants/heart surgery  ® 24-hour help line for mental health and substancc abuse
Protection agoinst catastrophic costs Services with coinsurance {excluding mental health and substance | 10

(your out-of-pocket maximum) ...

abuse care}, nothing afler your coinsurance expenses 1otal:
& $£3000 for PPO providers/facilities
® $3500 for Non-PPO providers/facilities. When you use a
combination of PPO and Non-PPO providers your out-of-
pockel expense will not exceed $3500.

Mentat health and substance abuse benefits, nothing after your
eoinsurance expenses total:
® 53000 for In-Network mental health and substance abuse
providers/facilities
® 52000 for Out-ol-Network menta! health and substance abuse
inpalient hospital treatment {afier 50 days you pay all charges)

Some costs do nol count toward this protection,

NALC Health Benefit Plan 200!
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2001 Rate Information for
NALC Health Benefit Plan

Non-Postal rates apply to most non-Postal enrollees. If you are in a special enroliment
category, refer to the FEHB Guide for that category or conlact the agency that maintains
your health benefits enrollment.

Postal rates apply tc most career U.S. Postal Service employees. Different rates apply if you -
are a Postal Service nurse or tool and die employee. Refer to the FEHB Guide (for Postal
Service nurses and tool and die employees), RI 70-2B. If you are a Postal Service Inspector
or Office of Inspector General (0IG) employee, refer to FEHB Guide R1 70-21N.

Postal rates do not apply to non-career postal employees, postal retirecs or associate mem-
bers of any postal employce organization, Such persons not subject to postal rates must refer
lo the applicable FEHB Guide,

-5 7 Non-Postal l_?remiulllll{ .+ v- |, Postal Premium °

. ' . ;" - Biweekly* -\ Monthly" ! | . « Biweekly

Typeof | Code | Gov’t | Your | “Gov't -| Your USPS" | Your
Enrollment " 'Share *| Share | .Share ' | Share |. Share Share

High Option R A . L <
sefonly . . 321 | 's86.59 $49.01 15137.6.1: $106.19 | §102.22 $33.38

High Option "~ ' en S \' -
Selfand Fumily | 22 | SI9582 | $9392 | 542428 520349 __fz;u.n‘., $58.57




